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Introduction to the Portfolio
The portfolio is a compilation of my academic, clinical and research work 
completed for the Doctorate in Psychology Course in Clinical Psychology 
(PsychD) for the University of Surrey. The portfolio aims to show evidence of a 
diversity o f experience and development of competence in academic, clinical and 
research skills during the three years of the PsychD course.
This document is Volume I of two volumes. It comprises three dossiers of 
academic, clinical and research work during my three years of clinical training. 
The Academic Dossier contains:
• two essays
• three problem based learning reflective accounts
• two case discussion group process account summaries
The Clinical Dossier contains:
• An overview of clinical experience over the three years
• Summaries of five case reports
The Research Dossier contains:
• Service Related Research Project and evidence that the findings have been 
fed back to the service
• Maj or Research Proj ect
• Qualitative Research Project Abstract
Volume II contains the full components of the clinical and academic dossiers. The 
clinical dossier contains: five formal case reports of work conducted on clinical 
placement along with clinical placement contracts, supervisor evaluations, trainee 
evaluations and clinical logbooks from five placements. The academic dossier 
contains two Case Discussion Process Accounts.
Tracy King: Academic Dossier
1.0. ACADEMIC DOSSIER
This section of the portfolio contains two essays, which critically examine a 
diversity of psychological issues concerning application of theory to practice 
and professional issues of clinical psychology.
Tracy King Academic Dossier ; Essay 1: Adult Mental Health
1.1. Essay 1; Adult Mental Health
Compare and Contrast the Theoretical Underpinning and 
Effectiveness of Two Formal Models of Psychological 
Intervention that are Used in Eating Disorders
January 2005 
Year 1
Tracy King Academic Dossier : Essay 1 : Adult Mental Health 9
1.0. INTRODUCTION
Eating disorders (EDs) are among the most common of all psychiatric disorders in 
women (Morgan et ah, 1999). Males account for only 5% of all cases of anorexia 
nervosa (AN) and 10% of bulimia nervosa (BN) cases (Cleghom & Lee, 1991). 
Around 12-20% of patients with AN die (Crisp & McCelland, 1996). For BN only 
1% of patients die but the incidence of the illness is higher (Hoek, 1991). In the 
report, ‘Modern Standards and Service Models, Mental Health National Service 
Frameworks, ' the Department of Health (DOH) acknowledge, that severe conditions 
should be referred for specialist assessment. In line with DOH focus, it is the severe 
end of the scale that this paper will consider. For this part of the continuum, 
individual eclectic psychotherapy is effective in adults with AN, and adults with BN 
respond to group or individual Cognitive Behavioural Therapy (CBT) (DOH, 1999). 
An adult, female, sample group exposed to individual therapy will be discussed in this 
paper. This is in line with prevalence, current empirical evidence and personal 
clinical experience.
Beyond these two subtypes of ED, the National Institute for Clinical Excellence 
(NICE) in the report. Eating disorders: anorexia nervosa, bulimia nervosa and 
related eating disorders,’ (NICE, 2004) also consider what is known as, ‘atypical’ 
EDs. These do not fit a diagnosis of AN or BN, the most common of these is Binge 
Eating Disorder (BED) this condition will also be examined. A brief overview of all 
three types of ED will be given in terms of diagnosis and assessment, as these 
procedures rest upon aetiology and contribute to eventual treatment choice. When 
making this choice, healthcare professionals within the NHS are required to consider 
NICE guidelines. With this in mind, the current guidelines have been taken as 
direction for appropriate interventions to compare. Two models for individual 
therapy, common to all three types of ED, are CBT and Interpersonal Therapy (IPT). 
The theoretical underpinnings of these will be examined as a starting point for 
consideration of the effectiveness of their intervention. Effectiveness will be 
evaluated both subjectively, with reference to the measurement criteria of individual
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studies and objectively, by setting a criteria to enable standardised comparison of the 
evidence base. Discussion will finally turn to the clinical application of effectiveness 
studies and how a clinician can apply evidence based practice to their daily work.
2.0. THE PRESENTING PROBLEM
2.1. What is an Eating Disorder?
DSMIV (APA, 1994) shows that AN can be purely restrictive or can involve bingeing 
and purging (e.g. vomiting or use of laxatives). BN can be purging and non-purging 
and is characterized by uncontrollable binge episodes. The key symptom to AN, is a 
refusal to maintain body weight at or above 85% of expected weight (body mass- 
index). Patients restrict their food intake and/or use excessive exercise to control 
emotional difficulty, which includes a fear of becoming overweight. A symptom of 
this is amenorrhea (lack of menstruation). Those with BN may also be restrictive in 
this way but their weight loss does not meet the diagnostic criteria of AN. Difficulty 
with body shape perception and self-image is seen in both disorders. BED includes 
bingeing two times per week for at least six months, lack of control during the 
episode, distress about bingeing, and eating alone. It does not have the weight loss of 
AN, or the compensatory behaviours of BN.
2.2. How do you Assess an Eating Disorder?
DSMIV states that appropriate diagnosis and assessment leads to good knowledge of 
outcome (APA, 1994). Knowing what domains to assess is an integral part of the 
assessment process. The DSMIV model identifies central symptoms associated with 
the EDs as: body weight, binge eating, compensatory behaviour, over-concern with 
shape and weight, dietary restraint, body image disturbance and affective disturbance 
in the form of negative affect. No tool for measurement is sufficiently reliable that a 
diagnosis should be made on this basis alone but they can prompt further assessment. 
SCOFF (Morgan et al., 1999) is a tool used in primary care as a quick measure of 
purging, loss of control, weight loss, body image and how much food dominates an 
individual’s life. Often effective measures for research are not practical in a clinical
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setting as they are time consuming, for example, the Stanford Eating Disorders 
Questionnaire (Agras, 1987).
3.0. THE MOST APPROPRIATE PSYCHOT.OGTCAT. INTERVENTION
The therapy chosen will determine how a patient’s condition is conceptualised and 
what specific domains of the condition are targeted as causal and/or maintaining 
factors. Outcome will depend upon how effective treatment is at targeting the chosen 
domains. NICE guidelines (2004) highlight that in an adult population CBT and IPT 
are currently offered in the NHS.
3.1. Theoretical Underpinnings of the Two Approaches
The theory underlining an approach will guide the following; whether symptom or 
cause of a condition is targeted, strategies used, the context of the therapeutic 
relationship in which intervention takes place and how effectiveness is measured.
3.1.1. How do the approaches compare in origin and current practice?
CBT was originally used by Beck (1976) for depression and has clear cut roots in 
Behaviourism (focus on observable behaviour) and Social Learning Theory (as cited 
in Roth & Fonagy, 1996). It is designed to help people establish links between their 
thoughts, feelings and behaviours and to re-evaluate their perceptions and beliefs. 
Actions are underpinned by belief systems (schemata) and behaviour can maintain 
difficulties by never allowing a person to test out any alternative beliefs.
Conversely IPT’s roots are not so clear cut, although influenced by psychodynamic 
perspectives there is no single theoretical basis (The International Society for 
Interpersonal Psychotherapy, 2005). Attachment Theory can help with understanding 
which mechanisms cause difficulty. Bowlby (1969) observed children and caregivers 
and saw that attachment and proximity seeking to the object of attachment was a 
primary drive. Responses to separation and complete loss of attachment were seen to 
help understand psychological functioning. He developed the idea of, ‘internal
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working models,’ which are essentially templates of how to have relationships. These 
are developed in childhood and recreated as an adult. Patterns can be changed. IPT 
focuses on the issue of attachment and interpersonal relationships in a client’s current 
life. Like CBT it concentrates on the, ‘here and now,’ problems. However, IPT uses 
interpersonal attachment contexts whereas CBT looks to modify negative automatic 
thoughts, dysfunctional assumptions and maintaining cycles relating to food, weight 
and shape.
IPT is also based on the ideas of Sullivan and the Interpersonal School (Cited by The 
International Society for Interpersonal Psychotherapy, 2005). Like CBT it was 
originally offered for depression through targeting relationships as the cause and 
maintenance of difficulty. Behaviour is driven by ‘dynamisms,’ which are 
interactions to satisfy biological, psychological and social needs. If relationships are 
always difficult the individual has the dynamism of, ‘difficulty’ as part of their 
personality. There is a process of ‘personification’ whereby behaviour is filtered with 
relevance to people. Interpersonal interactions are characterized by the nature of the 
individual’s, ‘personifications’ and ‘dynamisms.’ These can be either conjunctive 
(the same) or disjunctive (different). It is a balance between internal and external 
needs. He saw that difficulties emerge when disjunctive interpersonal interactions are 
dissociated and are not integrated into self-system. With time a person may not 
understand what their own needs are and may confuse them with external needs. 
Defence mechanisms can then lead to these being projected outwards in a 
dysfunctional way. For example, blame from others can turn into self-blame which 
can lead to seeing others as blaming in a future interaction. The higher the amount of 
dissociated material the more likely symptoms are to occur.
3.1.2. What ideas do the approaches have on aetiology and maintenance?
IPT’s psychodynamic influence leads to a conceptualisation of AN that looks at how 
early experience shapes the individual. This is informed by a number of aetiological 
models. For example. Object Relations Theory which is concerned with the 
emotional bonds between self and others in terms of a balance of capacity to care for
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self and others (Reber, 1995). Bruch (1973; Cited in McIntosh et al., 2000) saw that 
AN was a disorder of interpersonal relationships and the organisation of self. 
Retrospective case analysis described disturbed relations between the patient and one 
or both parents (Crisp et al., 1980). Overall a majority of studies suggest dysfunction 
in the psychosocial functioning of individuals with current EDs (Haimes & Katz, 
1988).
CBT and IPT share the assumption of irrational cognitive processes. However with 
CBT these cognitions are said to be learned and reinforcement maintains them (Beck, 
1976). Challenges to assumptions can therefore be made directly rather than via the 
unconscious as in therapies influenced by psychodynamic theory. CBT aims to help 
patients to identify cognitions behind problem behaviours and emotional states and 
reappraise these in a more balanced way. The cycle may begin with the cognition, ‘if 
I eat this, I can’t stop eating as I can’t control my food intake like others.’ The 
emotion is fear and the behaviour is starvation. Starvation gives temporary relief of 
emotion and this relief, maintains the starvation as no other behaviour is ever tested.
The link between symptoms and specific cognitions are less complex in CBT than 
IPT. However many CBT ideas derive from psychodynamic formulations. For 
example, the notion of, ‘helplessness,’ is the discrepancy between the perceived self 
and the ideal self and negative thoughts that give a negative view of self and the 
world. In CBT there is less concern with how dysfunctional assumptions are caused 
and more on how they are maintained through the environment and belief systems. 
Interventions are aimed at changing maladaptive beliefs. This is achieved through self 
monitoring of that thinking and challenging it through behavioural experiments to test 
more balanced views and interrupt the maintaining cycle (Roth & Fonagy, 1996).
More specifically, most CBT theory in the literature is discussed with reference to 
BN. Central to the maintenance of BN is a dysfunctional system for evaluating self- 
worth. Self-worth is assessed through many areas of life. For example, relationships 
and work, but those with BN evaluate their worth through eating habits, shape and/or
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weight and their ability to control these things. Such over-evaluation of these 
domains maintains the disorder. A clinical feature not explained directly by this core 
psychopathology, is binge-eating. This is interpreted as a result of restrictive eating 
and strict rules which if broken are then abandoned with a binge. The bingeing 
confirms that the patient is unable to control their eating, shape and weight so they 
restrain their eating which further increases the risk of bingeing. Purging also 
maintains the bingeing as it is compensatory (Fairbum et al., 1993a). Intervention for 
IPT is at the levels of symptom and social functioning as opposed to the maintenance 
level, that CBT intervenes at. Focus is on one of four problem areas; interpersonal 
disputes, role transitions, abnormal grief or interpersonal deficits (McIntosh et al., 
2000). As part of a 10 year follow-up study in New Zealand women identified these 
four problem areas as contributing to the onset of their ED. In AN, there were fewer 
role transitions and a greater amount of interpersonal deficits and in BN there were 
greater disputes and greater grief (Sullivan et al., 1998).
A more recent addition to the CBT model considers particular obstacles to change in 
the form of four maintaining factors (Fairbum et al., 2003). The first is severe 
perfectionism, which leads people to be self-critical and fear failure (Wonderlich, 
2002). The second is low self esteem and validation is gained through control of 
eating (Fairbum et al., 1987). Thirdly, difficulty coping with intense mood states can 
maintain the ED. Patients try to neutralise their mood through self-harm, alcohol, 
dmgs, bingeing, purging or intense exercise (Claes et al., 2001). Finally, interpersonal 
difficulties can maintain the condition. There is evidence that disturbed interpersonal 
function predicts a poor response to treatments (Agras et al., 2000). This 
supplementary CBT theory encompasses ideas of IPT. Both IPT and CBT focus 
interventions on areas with roots in personality but neither intends to change deep 
seated personality processes in 6-20 sessions (Westen et al., 2004).
3.2. Effectiveness of the Two Approaches
Effectiveness is often measured subjectively. Outcome studies only measure the 
domains that the respective theory highlights as important and they then use
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effectiveness results to support the underpinning theory. The merits of the evidence 
base will be considered in the context that it exists but to take a more objective stance 
a conclusion of effectiveness, will be measured against the following NICE guideline 
for the aim of treatment:
*To reduce the risk o f  harm from illness, to encourage weight gain and healthy 
eating, to reduce other symptoms related to the eating disorder and to help 
psychological recovery. * (NICE, 2004, p. 19)
3.2.1. What do outcome studies show?
CBT has been suggested to be an effective intervention in AN (Gamer & Bemis, 
1982), BN (Fairbum et al., 1993a) and BED (Agras et al., 1987). There is a breadth 
of evidence that indicates IPT has a delayed onset in comparison with CBT. Whilst 
the work of both treatments continues after therapy ends, it usually takes longer to 
make changes to an individual’s interpersonal world than their own inner cognitive 
world. In Oxford (UK) the two approaches were compared (Fairbum et al., 1991; 
Fairbum et al., 1993b) both treatments were shown to improve the ED in terms of 
frequency of bingeing and purging. In the 1993 study the CBT effect was not 
maintained over follow-up whereas the IPT effect was. Six year follow-up revealed 
that 37% of those who had CBT and 27% of those who received IPT fulfilled the 
criteria for an ED. In 1999, Fairbum and colleagues reported a study at the Fourth 
London Intemational Conference on Eating Disorders which compared the two 
approaches in the USA with 220 patients (Cited by The Intemational Society for 
Interpersonal Psychotherapy, 2005). Like other research, CBT was faster at reducing 
symptoms with maximum change within six sessions.
However, in six controlled studies, little evidence was found of CBT’s effectiveness 
in terms of actual weight gain (Kennedy & Garfinkel, 1992). Similarly, Goldfein et 
al., (2000) applied a CBT framework to a client with BED. The binge eating was seen 
to cease and body image improve but weight loss had not occurred. This adds to the 
debate on how effectiveness is measured. Medically, weight loss may be desirable but
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normalisation of eating may be the first step to this. Controlled trials suggest that 
CBT is moderately effective for AN, but no more than less focused psychotherapies 
(Channon et al., 1989). The limited evidence of the effectiveness of CBT in AN, may 
be due to the inadequacy of most CBT models for restrictive behaviours (Waller & 
Kennerley, 2003).
Despite weight gain not always being evident, Lewandowski et al., (1997) concluded 
that the average effect size on cognitive attitudinal measures of outcome (beliefs on 
food, body shape, weight) for CBT was .67 and for behavioural outcome measures 
(frequency of purging) was .69. They found that the average follow-up effect size for 
CBT studies was only .29. However their sample size of follow-up studies was small 
and there was variability in the lengths of follow-up in different studies. One review 
concluded that CBT two or three times weekly may be more effective than weekly 
(Kennedy & Garfinkel, 1992). Hsu (1995) found that after CBT with some follow-up 
treatment, 50% of bulimics were free of symptoms 2-10 years later and 20% remained 
persistently with symptoms.
Particularly following the maintained results of follow-up measures with IPT, it is a 
strong rival treatment for BN. IPT has been trialled in the treatment of BED and 
shown to be effective in reduction of binge eating and weight loss (Wilfley & Cohen,
1997). A successful IPT outcome is presented by Mcintosh et al., (2000) in a case 
study of a 40 year old woman who has had AN for five years. Weight loss began after 
a series of losses in the context of a history of trauma in childhood. IPT treatment 
identified links between the development of AN, and interpersonal problems such as 
unresolved grief. Gains in these areas reduced the food and weight issues.
3.2.2. How are these results achieved?
CBT appears to directly target the core symptoms of obsession with weight and shape 
and reduce depressive symptoms (Wilson & Fairbum, 1993). If such direct targeting 
is linked to effectiveness, it is confusing how a treatment such as IPT that does not 
target symptoms but current interpersonal relationships, can achieve similar and
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sometimes better results. The mechanisms that it works through are unknown but 
Hall suggests that BN often develops from and is maintained within a dysfunctional 
interpersonal context (Cited in McIntosh et al., 2000). Fairbum (1997) suggests from 
clinical experience, that it succeeds by working with longstanding interpersonal 
difficulties, particularly role transitions. Those immersed in an ED in late adolescence 
and early adulthood have not had exposure to the usual interpersonal challenges of 
this time as they often isolate themselves due to the disorder (Klerman et al., 1984). 
IPT can also lead to new interpersonal opportunities (Brown et al., 1988). These may 
then become a point of self-evaluation reducing the importance attached to weight and 
shape issues. IPT influences the individual’s interpersonal life, in some cases for the 
first time, which may lessen their need to control their eating shape and weight. 
Interpersonal difficulties make the symptoms of EDs more severe, so it is logical that 
resolving these takes away a maintaining factor and can facilitate change.
3.2.3. Who doesn’t get better with these approaches?
In 194 women with BN, it was found that the higher the frequency of bingeing and 
purging the worse the prognosis with CBT, particularly in the early weeks of 
treatment. Participants with treatment failures were characterised by poor social 
adjustment and a lower BMI indicating greater dietary restriction. Outcome was best 
predicted by early progress in therapy. Poor outcome was defined as improving by 
70% by session six (Agras et al., 2000). Fairbum et al., (1993c) found that those who 
were more concemed with weight and shape had a greater chance of relapse.
Patient characteristics are also important for outcome. Safran and Segal (1990) found 
that for CBT to be effective, patients must have an ability to access cognitions, be 
aware of and differentiate emotions, accept the rationale of CBT, accept their own 
responsibility in treatment and form a working alliance with the therapist. With this 
in mind, those who do not do so well may simply not be appropriate for CBT. This 
highlights the importance of a thorough assessment for effectiveness of treatment. In 
a Swedish study with 469 participants, IPT was less successful when patients were not 
focused on their symptoms of disordered eating (Clinton et al., 2004). They suggest
Tracy King Academic Dossier : Essay 1 : Adult Mental Health 18
that in IPT, it may be that patients have become unsatisfied with a lack of quick 
progress and this is interpreted in their existing interpersonal style which leaves them 
feeling blamed by the therapist.
4.0. APPLYING THE EVIDENCE BASE TO CLINICAL PRACTICE
The evidence base measures whether treatment has particular effects on precisely 
defined patient populations. This is actually efficacy not effectiveness. Effectiveness 
is whether treatments have good outcomes in the everyday clinical context. To infer 
causality, studies aim for good internal validity with rigorous controls but this 
threatens external validity in the sense of how much clinical effectiveness can be 
assumed from the efficacy studies (Roth & Fonagy, 1996). However, in terms of 
recovery rates that are seen in clinical practice there are good reasons to think they are 
applicable to everyday treatment judgements (Wilson & Fairbum, 2002). When using 
efficacy results to inform treatment decisions, clinicians must also consider extraneous 
variables that impact psychological interventions and methodological challenges that 
the empirical data is faced with.
4.1. What Other Variables Affect Prognosis?
Many studies do not control for factors that affect prognosis, irrespective of 
intervention. Effectiveness of any intervention may be impacted by such variables. 
These can either be protective or risk factors to the natural lifespan of an ED.
Less severe symptoms tend to have more favourable outcomes (Hsu, 1995). Co­
morbidity of AXIS 1 (clinical syndromes) and Axis II disorders (developmental and 
personality disorders) is relevant in the presentation of EDs. Co-morbid conditions 
are likely to have poor outcomes as many continue to display symptoms related to the 
untreated condition (Brown & Barlow, 1992). There needs to be more work 
undertaken on co-morbidity as clinical work may focus on symptoms not diagnosis 
(Westen et al., 2004). Personality factors also have an impact. High self-esteem is an
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important predictor of favourable outcome and personality disorder (particularly 
borderline), may predict negative outcomes (Brown & Barlow, 1992).
Another complexity is childhood trauma. Mahon et al., (2001) found in 114 women 
with BN that those with more traumatic histories had a higher tendency to drop out. 
Statistically, drop out’s affect outcome results in studies and patients in clinical 
settings that disengage with services, do not get better on their own (Fairbum et al., 
1993a). Significant time between onset and first admission for treatment may be 
negatively related to outcome (Schoemaker, 1997). Steinhausen et al., (1991) found 
early age of onset was favourable for prognosis. It must also be remembered that 
some patients may achieve spontaneous remission, so studies should contextualise 
their work within knowledge of the natural course of the condition (Roth & Fonagy, 
1996).
4.2. What are the Challenges to Methodology?
When the evidence base of effective treatments is used as a guide to clinical decision 
making, any such decisions need to be mindful of methodological difficulties that may 
make wider generalisations questionable. Many studies have small numbers or are 
single case studies. There is a mixture of clinical settings in research, with less 
inpatient and more outpatient research. Inpatient groups tend to be more severe and it 
would not be ethical that these patients should receive less effective treatments. 
Although more is understood about the outpatient setting, how the therapy is 
administered is difficult to control. Many clinicians describe their work as CBT when 
it is not strictly so (Mussell et al., 2000). Linking to this, method sections do not 
always describe exactly how therapy is conducted, making exact replication 
impossible.
Measures of effectiveness also vary greatly. Some assess outcome by a patient’s 
levels of bingeing and purging and others by the DSMIV criteria met before and after. 
This has a particular focus on weight loss (Anderson & Maloney, 2001). 
Measurement of binge eating is a particular difficulty, as studies operationalise the
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term ‘binge’ in different ways. In DSM IV (APA, 1994) a binge episode is eating 
more food than most consider normal. However, patients see that loss of control 
defines the binge (Johnson et al., 2000). There is also no standard format for self- 
report of symptoms which affects reliability (Anderson et al., 2004). To thoroughly 
assess outcome, all the core domains of EDs need to be measured. Gaps in 
assessment mean corresponding gaps in knowledge of the effectiveness of treatment.
4.3. What are the Ethical Considerations?
In the comparison of IPT and CBT (Fairbum et al., 1991; Fairbum et al., 1993a) the 
trials of IPT did not focus on the core symptoms of abnormal eating behaviours to 
provide a non-cognitive behavioural comparison. In clinical practice, not asking 
about such core symptoms could be a danger to the patient.
4.4. How can Effectiveness be Improved?
It is not known if IPT success is its stmcture or the interpersonal focus (Wilson, 
1996). If it is the latter then including interpersonal aspects to CBT may heighten 
effectiveness. CBT studies only address interpersonal issues that are triggers for 
specific episodes of bingeing and purging (Fairbum et al., 1993a). Pattems of 
interpersonal conflict that might function as a source of stress and contribute to the 
maintenance of the ED would not be addressed. Attachment Theory influences to IPT 
may suggest that the therapeutic relationship itself is key to effectiveness, with 
Bowlby’s idea of the figure of attachment providing a, ‘secure base.’ Dissimilarity of 
patient and therapist expectation roles can lead to poor outcome (Joyce & Piper,
1998). A treatment goal may be symptom reduction but a patient may require a better 
quality of life. Lack of match of expectations can lead to drop out (Clinton, 1996) and 
drop out is problematic to prognosis. At the other end of the scale, if early 
improvement means better long term prognosis, twice weekly appointments may 
improve outcome (Fairbum, 1981).
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4.5. Personal Reflections.
My exposure to EDs in clinical practice is minimal. Previous to becoming a trainee 
part of my time was spent in private practice as a hypnotherapist. Within this role, I 
worked with a 33 year old bulimic female within normal weight range. A two stage 
intervention was applied. Firstly a CBT approach elicited negative thoughts around 
eating and control along with beliefs that the patient was worthless and inadequate. 
New balanced thoughts were elicited and suggestions for these were administered 
through the mechanism of hypnotic trance. Her purging took the form of vomiting 
and soon reduced from every day to twice a week, and bingeing from three times 
weekly to once a week. Treatment was over 12 weeks. Unfortunately I do not know 
the long-term effects for this patient. As a trainee I have not had any patients with a 
primary diagnosis of ED but I have three cases (trichotillomania, bereavement and 
depression) that have used eating restriction as a means for control during times when 
self-esteem is at its lowest. This highlights the commonality of co-morbidity with 
EDs in clinical practice. One of these is a male patient with Cerebal Palsy, resident in 
a care home. His eating restriction is a direct expression of anger and frustration, 
these emotions are not referred to in literature I have come across and it would be 
interesting to investigate if this is something specific to EDs in a male population, 
those in the care of others, or those with physical disability. Writing this paper has 
given me a breadth of knowledge about the presentation of EDs and more importantly 
has made me aware of the pitfalls of direct application of the evidence base to clinical 
practice for all presentations.
5.0. CONCLUSION! FTNDTNG THE MOST EFFECTIVE TREATMENT
For subjective measures overall evidence shows IPT to be, as effective as CBT, not 
act so fast and be longer lasting. A possible reason for these results can be found in 
the theoretical underpinnings of the two approaches. CBT targets the maintaining 
factors which may be faster to eradicate and IPT targets causal factors which take 
longer to reach but once reached have enduring effects. The objective measure of 
NICE guidelines (2004) shows that neither method increases weight gain immediately
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but can be said to encourage it, with CBT doing this more directly. This would 
naturally reduce the risk to illness. Without direct symptom tracking, IPT is less 
likely to do this or increase healthy eating. IPT would tackle symptoms that relate to 
interpersonal difficulties and may as a consequence of this improve self-worth but 
CBT would target self-worth. Both approaches help psychological recovery but as 
prognosis is linked to early improvement then CBT would be more effective, 
particularly with the recent recognition that interpersonal mechanisms may maintain 
EDs. However, if drop-out rates could be reduced then IPT may be a more favoured 
treatment with its longer term effects.
Treatment effectiveness can be maximised by clinicians combining their knowledge 
of the evidence base with the presentation of their individual patients. Choice of 
approach will depend on aspects of the core psychopathology present and other 
variables known to impact prognosis. The limitation of the evidence base to primarily 
female, outpatient, BN groups may not be problematic when considering clinical 
application. The fact that patients can move between AN and BN over time and the 
fact that EDs share the same core psychopathology, has encouraged Fairbum et al., 
(2003) to take a trans-diagnostic perspective on treatment. Like diagnosis perhaps 
effectiveness of treatment is also on a timeline guided by risk assessment. In an 
inpatient setting where health is often more severe, behavioural interventions for 
weight gain may be paramount. Once health is not a direct risk, patient engagement 
and avoiding drop-out becomes a concern. CBT would be most effective at this point, 
as results from treatment would be faster than IPT. Looking at causal mechanisms 
through IPT may then be most effectively introduced once engagement has been 
achieved. Such a staggered approach moves from health concerns, to internal 
psychological factors through belief systems and external psychological factors 
through relationships.
Such complexity stresses the importance of thorough assessment as a means to 
maximise treatment effectiveness. However, as assessment is often guided by a 
clinician’s theoretical orientation. This has the danger of becoming a cyclical process
Tracy King Academic Dossier : Essay 1 : Adult Mental Health 23
and falling prey to the subjectivity of outcome studies in the way effectiveness is 
measured. A more objective consideration is offered by the NICE guidelines with the 
suggestion that a patient’s personal preference should take precedence in treatment 
choice (NICE, 2004). As self-worth and control issues are core to ED 
psychopathology, such collaboration with the patient may be the greatest facilitator to 
treatment effectiveness.
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1.2. Essay 2; Professional Issues
Under the proposed reforms of the Mental Health Act 
Clinical Psychologists will be able to assume greater 
involvement in the processes of ^sectioning’ and supervising 
the treatment of people who are subject to compulsion.
What are the advantages and disadvantages of our 
profession getting involved with these processes? What 
issues and dilemmas might need to be considered by Clinical 
Psychologists as they make a decision about whether or not 
to accept these responsibilities? How would you decide?
December 2005 
Year 2
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GLOSSARY
ABBREVIATION MEANING
AMHP Approved Mental Health Professional
ASW Approved Social Worker
BPS British Psychological Society
CP Clinical Psychologist
CS Clinical Supervisor
DMHB Draft Mental Health Bill
DOH Department of Health
ECT Electroconvulsive Therapy
HMSG Her Majesty’s Stationery Office
HRA Human Rights Act
MHA Mental Health Act
MHN Mental Health Nurse
MHT Mental Health Tribunal
MSc Master of Science
RMO Responsible Medical Officer
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1.0. INTRODUCTION
The proposed reforms of the current Mental Health Act (MHA; Department of Health; 
DOH, 1983) currently rest in the format of the Draft Mental Health Bill (DMHB; 
DOH, 2004a). This and its predecessor papers have come under scrutiny within a 
multitude of arenas and raise a large number of complex issues. An organisation 
called, ‘Scrutiny Watch’ has been set up to help people follow the pre-legislative 
scrutiny of the DMHB (DOH, 2004a) in a way that attempts to simplify the 
complexity. They attend and report on Joint Committee meetings and place key 
issues and discussion on the world-wide-web with links to other sites enabling people 
to find out more. The organisation states that:
“Reform o f the Mental Health Act presents a once in a generation opportunity to 
improve rights, care and treatment for people with mental health problems. But as 
they stand, the proposals in the Draft Bill threaten the rights o f  people with mental 
health problems and could add to the pressure on already overstretched mental 
health services. ” (Scrutiny Watch, 2005).
Within the context of this statement, this text will provide a brief history of: Why we 
need a MHA; why the reforms have come about; what the reforms are and how they 
differ from the current MHA. The impact of the proposed reforms on the Clinical 
Psychologist (CP) will then be outlined with consideration of the profession’s 
response to the reforms along with the advantages and disadvantages of involvement 
with suggested processes. The issues and dilemmas surrounding the CP’s decision­
making processes around whether or not to take on suggested responsibilities will also 
be explored. Finally, a personal reflection will be offered around how I, currently a 
trainee CP, would make this decision with reference to the preceding debate.
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2.0. THE HISTORICAL PERSPECTIVE
There is not space in this text to refer in depth to the existing MHA (DOH, 1983) and 
the DMHB’s (DOH, 2004a) contents. Information seen as relevant to the context of 
the suggested new roles for the CP is outlined.
2.1. Why do we need a Mental Health Act?
Compulsory detention and treatment is used to protect those with mental illness from 
causing harm to themselves or others. The legislation within the MHA provides this 
authority to treat without consent. It outlines when powers may be used, the 
procedures that may be followed and the patient’s rights. It aims to balance human 
rights and protect the individual’s and the public’s health and safety (DOH, 2004b).
2.2. Why have the reforms come about?
The MHA (DOH, 1983) is based on a review of mental health legislation, which took 
place in the 1950s. Services are now constructed in a very different way and current 
laws are not best placed to protect the public, patients and staff. Under the existing 
MHA people can only be under compulsion in hospital but nowadays in reality a lot of 
treatment is in the community. Public confidence in care in the community is low 
with services being blamed for the rare occasions harm to others has been done by 
those with mental illness. The DOH (2001) states that, the overall aim is to improve 
services, so that fewer people will become ill enough to require treatment under the 
MHA. The key reason for reform is to put a greater focus on the individual in terms 
of autonomy and choice.
2.3. What does the Draft Bill propose and how does it differ from the current 
Act?
The key features of the DMHB (DOH, 2004a) are: New safeguards for patients; focus 
on the individual; the principle of least restriction. The DMHB (DOH, 2004a) defines 
the conditions for compulsion more clearly than the current MHA (DOH, 1983). Its 
intent is to ensure that the powers are used only for those who really need treatment
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under compulsion. There are five conditions that must all be satisfied for these 
powers to be used. It would be up to three examiners -  two doctors and an Approved 
Mental Health Professional (AMHP) to decide if the conditions are met.
The first condition states that the patient must be suffering from a mental disorder. 
Unlike the current MHA (DOH, 1983) which relies upon categories of diagnoses for 
definition, there is now one simple defining statement. It is seen that mental disorder 
means:
“„.an impairment o f  or a disturbance in the functioning o f the mind or brain 
resulting from any disability or disorder o f the mind or brain. ” (DOH, 2004a, p. 21).
Previously people could be ‘sectioned’ (admitted without consent) if  they were seen to 
have severe mental impairment, psychopathic disorder or mental illness. There is 
move away from this to a more holistic approach which views mental health problems 
on a continuum with normal experiences and places more emphasis on assessing each 
individual patients needs (Parliamentary Office of Science and Technology, 2003).
The second condition is that the disorder is serious and of a nature or degree that 
warrants treatment under the supervision of a specialist doctor or senior practitioner in 
mental health services. The third is that the treatment is necessary for the protection 
of the patient from suicide or serious self-harm, self-neglect or for the protection of 
others. The threshold for harm to self where treatment is necessary for protection has 
been raised from the existing MHA (DOH, 1983) which contains more general criteria 
based on the health and safety of the patient. The fourth condition is that there is no 
alternative and the treatment cannot be provided unless the powers of the DMHB 
(DOH, 2004a) are used. The fifth condition is that appropriate treatment is available 
when the holistic needs of the patient are considered. The treatment must be available 
here and now, not theoretically. It replaces the condition in the current MHA (DOH, 
1983) where a patient must be treatable.
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A patient undergoes an initial examination to determine whether the five conditions 
have been met. The AMHP, who can be any mental health professional with relevant 
competence and training, will supersede the current Approved Social Worker (ASW) 
role. They will carry out the examination along with two doctors. Each examiner has 
to decide that the conditions are met for the person to become liable to assessment. 
The DMHB (DOH, 2004a) now has a competence based approach to statutory roles. 
Where compulsory treatment is ordered the DMHB (DOH, 2004a) guarantees 
safeguards for patients which reflect Human Rights legislation. In particular all 
patients will have a care plan completed within five days. Mental Health Tribunals 
(MHTs), or for offenders the courts, will ensure independent scrutiny of treatment. 
Patients have a nominated person to represent their views at tribunals. This replaces 
the nearest relative role in the current MHA (DOH, 1983). New specialist 
independent mental health advocacy services will be available to everyone being 
treated under the MHA (DOH, 1983). Treatment in the community will hope to give 
more flexibility to individual needs and reduce the stigma of mental health. These 
patients may have to live in a certain place or attend a hospital at certain times for 
treatment. If they do not comply there are powers for the clinical team to admit them 
into hospital if necessary.
3.0. THE IMPACT OF PROPOSED REFORMS ON CTJNTCAT.
PSYCHOLOGISTS
The direct impact of the DMHB (DOH, 2004a) on CPs is that they have statutory 
powers for the first time. One aspect of this is the role of AMHP which replaces the 
existing ASW role. Once the three examiners decide the patient is liable to formal 
assessment, the AMHP must tell the patient why and register them with the relevant 
hospital, even if they are to be treated in the community. The hospital will then 
appoint a Clinical Supervisor (CS), whose role will be similar to the Responsible 
Medical Officer (RMO) under the current MHA (DOH, 1983) but now may not need 
to be a doctor, it could be a Consultant-level Psychologist. The CS will inform the 
patient about the advocacy service and appoint a nominated person, wherever possible
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the patient’s own choice to represent their views. The CS must draw up a care plan 
within five days and must review it within a further ten days. Immediately conditions 
for compulsion are not met the patient must be discharged. In most cases the CS will 
retain responsibility for decisions regarding discharge, transfer or granting of leave. 
The CS will not be able to initiate long-term compulsion as this is to be down to the 
MHT.
Given the care regime is governed in the main by compliance with physical treatments 
such as drugs or Electroconvulsive Therapy (ECT) the times when a CP might 
become involved will probably be limited to two circumstances (Pilgrim & Hewitt,
2001): When psychotic patients are being managed by a psychological rather than 
physical approach and the management of Personality Disorder. This may be the case 
due to the broad definition of mental disorder and the separate focus that the 
government has made on Dangerous and Severe Personality Disorder (Home Office & 
DOH, 1999). This indicates a need to deal with this group under health rather than 
criminal legislation.
3.1. What do Clinical Psychologists think about the reforms?
The views of the profession to the suggested reforms were sought in a survey by 
Cooke, Harper and Kinderman (2002). Out of 681 responses, 29% saw the profession 
should resist the role of CS. If offered training, 52% said they would be willing to be 
a CS. Mental health legislation was seen as an inappropriate mechanism of control by 
84% of respondents. Basing compulsion on the prediction of violence in someone 
who has not yet been violent was disagreed with by 91% of CPs in the sample. CPs in 
forensic settings, were found to be slightly more positive about the CS role.
3.2. What are the advantages of involvement?
There are a series of possible advantages for patients, the individual practitioner and 
the profession as a whole that can be achieved by the practice of more statutory roles 
by CPs.
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CPs are more likely to act more humanely than other professions as they consider 
more holistic aspects of a case (Kinderman, 2005). Psychological philosophy sees 
mental health problems as being on a continuum with normal functioning rather than 
explicable in terms of categorical diagnoses. Anxiety disorder is an extreme version 
of a normal process. Everyone must pay attention to threats for safety. Psychologists 
use formulations. A formulation will examine what events have happened in a 
person’s life and how they have interpreted and reacted to these. Formulations can 
change over time and intervention is based upon the current formulation. The DMHB 
(DOH, 2004a) is moving away from diagnostic categories which is beneficial to 
patients and gives recognition of the framework within which psychologists work. It 
acknowledges that CPs, possess the core competencies for assessment and the 
changing demands for compulsion or non-compulsion.
Following on from this. Psychologists believe mental health problems stem from 
disturbances in psychological processes. These can be disrupted from a variety of 
causes biological, social and psychological (Kinderman, 2002). The DMHB (DOH, 
2004a) supports these views with the switch fi*om diagnosis as a basis for compulsion. 
Additionally, Kinderman (2002) sees the fact that compulsory assessment can be 
conducted in the community is good as it moves specialist expertise into mainstream 
services. All of this promotes the welfare of patients and offers the profession 
recognition.
Historically the profession has lagged behind that of medicine, partly due to the fact it 
is far younger. Pilgrim (2003) highlights there are other difficulties, apart from age, 
that put the profession at risk. If a profession has too many transparent skills and 
competencies that others can readily adopt then it looses its claim to uniqueness. On 
the other hand, if it is too vague the public can distrust its practitioners. A middle 
ground needs to be found. Pilgrim (2003) suggests that finding this middle ground 
has been hard for CPs as they have had an absence of legal duties. The individual 
therapeutic sessions adds to distrust, as people don’t really know what goes on behind 
closed doors. The RMO role for Psychiatrists and prescription writing ensures their
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indispensability to services and higher salaries. He believes the CS role will 
encourage more of a convergence with medicine. A statutory role will be more 
transparent to the public and could evoke greater trust and credibility.
It is also hard to demonstrate that CPs are cost effective (Pilgrim, 2003). There may 
be a nurse therapist who has just completed an MSc in Cognitive Therapy that is far 
cheaper than a CP who has only had some Cognitive Therapy experience. 
Undertaking statutory roles would make the CPs skill transparent but not readily 
adopted as other professionals would not have the broad formulation skills training. 
Through this, public credibility in the profession may be maintained. It may also be 
assumed that as we get closer to the profession of medicine the salary levels may 
reflect the shift.
The CS role may be enabling to the therapeutic relationship, particularly in closed 
settings (Black, 2002). Patients here want to know that the CP can help facilitate their 
discharge and has this responsibility. At present the CP has to persuade the RMO 
when to discharge and sometimes the RMO discharges at a therapeutically 
inappropriate time. Many closed sector CPs are reported to welcome the reforms as 
they are the ones who get comeback, at a public level, when patients are released and 
occasionally do harm to others. At least this way the CPs will be actively involved in 
the decisions for which they gain the repercussions.
Many CPs welcome the prospect of influencing care plans of patients, particularly 
with regard to preventing the use of ECT or the over-medication of patients 
(Kinderman, 2005). With the new roles they will be able to advocate the inclusion of 
psychological, social and occupational elements into care packages. In this sense the 
DMHB (DOH, 2004a) proposals could be used to empower people. When CPs are in 
the statutory roles they will then be seen as the empowering force. The roles are seen 
to improve the status of the profession (Cooke et al., 2002).
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3.3. What are the disadvantages of involvement?
There are a series of possible disadvantages for patients, the individual practitioner 
and the profession as a whole that can be achieved by the practice of more statutory 
roles by CPs.
A good therapeutic alliance is important for the long term success of any intervention 
(Onyett, 1997). The CS role may make people fear betrayal and impair trust (Black,
2002). The choice of advocate and nominated person lies with the AMHP which 
could undermine trust, particularly if the end result is not satisfactory to the patient. 
They may then question the CP’s motivation in choice. Cooke, Harper and 
Kinderman (2002) bring attention to concerns about confidentiality associated with 
the new duties. There are requirements to share information because of concerns 
about risk to a variety of agencies, e.g. housing or police. The work of Tilley and 
Chambers (2005) supports these views. They looked at whether Mental Health 
Nurses (MHN) and ASWs were able to maintain effective therapeutic relationships in 
spite of being involved in compulsory detention. Overall there was a sense that, trust 
had been reduced and engagement needed to be worked at. This may mean a reduction 
in successful outcomes for therapy and greater degrees of work on the part of the CP 
to ensure engagement when they undertake statutory roles. There is also likely to be a 
public perception that all CPs can section them rather than just specially trained 
Consultant level CPs. This will affect relationships across the profession.
Service user groups do not welcome the extension of powers to a wide group of 
people (Holmes, 2002). For service users that have been sectioned, few have thought 
it was beneficial and liken it to being raped. In a letter to ‘The Psychologist’ journal. 
Hartley (2001) points out how threatening detention under the MHA (DOH, 1983) is 
and how shameful and degrading it was to be sectioned. She raised that people in 
distress, should be able to trust Psychologists to be people who will not section them. 
As a result of being sectioned she says she will never trust a Psychiatrist or MHN 
again. Hartley (2001) cites that British Psychological Society (BPS) ethical 
guidelines state that Psychologists shall hold the interest and welfare of those in 
receipt of their services to be paramount at all times. She believes that compulsory
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detention is not about the interest and welfare of a patient but is about social control. 
Therefore, by using statutory powers CPs will be seen to go directly against patients 
wishes, which may break their own ethical guidelines. CPs may be bracketed with 
Psychiatrists and Social Workers as agents of the state and people may become wary 
of CPs when describing their difficulties to them.
Despite the huge ethical questions raised, there is minimal research on outcomes for 
those patients who have been sectioned (Ross, 2003). As CPs work within a scientist- 
practitioner framework, it is difficult to know when to section if this evidence base is 
not available. Greenwood et al., (1999) found that detained patients generally 
reported lower levels of satisfaction with services than informal patients. Morrison et 
al., (1999) reported that a number of patients show clinically significant symptoms of 
post traumatic stress associated with admission. The most obvious concept at work in 
sectioning is locus of control (Rotter, 1966), as sectioning places the locus of control 
for mental health outside the patient. Locus of control needs to be internal so people 
see they have some control over their own environment and believe they can cause 
change in these. To continue to work within the profession’s unique framework more 
research has to be undertaken before CPs are seen to be using compulsory treatment 
as an intervention.
The issue of the benefits of compulsory treatment is also key but we have little 
information on this without outcome studies. If CPs are seen as the agents of 
treatment in this way and it is not seen as beneficial, this will further impact hostility 
towards the profession. Fisher and Greenberg (1997) present evidence that 
psychiatric drugs are only significantly beneficial when both the patient and prescriber 
expect the drugs to help. All therapies have best outcomes for those who engage. It is 
unclear how to force people to do behavioural programmes with homework or accept 
the social circumstances that contribute to their difficulties. Non-compliance would 
mean placing patients in what may potentially be understaffed and overfilled hospitals 
which does not bode well for outcome. Many care plans focus on employment, 
education and housing needs not drug usage or psychological treatment. These are
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clearly difficult to enforce. Psychologists know that it is more helpful to provide 
people with the help they want rather than force them to accept interventions they find 
unhelpful. This has been the guiding principle behind Assertive Outreach Services 
(Sainsbury Centre for Mental Health, 1998). The evidence we do have leans towards 
compulsion not being ideal and negative outcomes. This once more feeds into the 
mistrust and an eventual hostility towards the profession.
Further lacking evidence is in the area of risk and whether compulsion reduces this. 
The reforms are a response to lobbying campaigns of risk of those with mental illness. 
Rates of suicide and harm appear to relate to the economic cycle rather than 
medication or other treatments (Healy, 2001). Evidence is clear that risk is difficult to 
predict accurately unless harm to self or others has occurred previously Crawford 
(2000). For every one person with psychosis identified correctly as at risk of 
committing homicide, 5000 people will be identified incorrectly (Crawford, 2000). 
Prediction in forensic populations may be useful but elsewhere it is very difficult 
(Szmukler, 2001). CPs will be seen to be acting as agents of the state in terms of 
public protection but if risk is difficult to calculate and economics are involved when 
suicide, homicide or damage to property and others occurs the blame will turn to the 
CP in the supervisory role. The price of the CS role is that CPs may become 
conservative decision makers and deprivers of human rights (Pilgrim, 2003). In 
which case, the instability of the profession that Pilgrim (2003) highlights, may be 
further rocked.
Psychologists work within the Human Rights Act (HRA; Her Majesty’s Stationery 
Office;HMSO, 1998) so any action that contravenes this would be against the 
professions ethical code of conduct. The BPS (BPS, 2005) states that Psychologists 
cannot be involved in or condone degrading procedures, whatever the offence. While 
human rights have prompted some of the best features of the DMHB (DOH, 2004a) it 
has also formed the basis for opposition of it (Daw, 2005). If authorities are not 
compatible with the HRA (HMSG, 1998) they may be sued. Although this does not
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attach to individuals it does mean that the role of CS may be subject to a breach of the 
HRA (Pilgrim & Hewitt, 2001).
The effect of acquiring statutory powers of compulsion for CPs has potential to 
radically change their practice. Monahan et al., (1995) found that once it is possible 
to enforce psychological intervention then it will be impossible to assure anyone that 
the choice was their own. Mason & Jennings (1997) pose the question whether 
psychologists could expend energy to explore possibilities and listen empathically 
when a short cut to care exists in the form of compulsion. This is particularly 
poignant if statutory roles increase workload. With workload in mind, it may be that 
community compulsion will skew treatment towards medication rather than 
psychology as this is easier to manage in this setting. If resources are short, 
medication often dominates over therapy as choice treatment (Diamond, 1996). If 
more and more patients become detained in the community then CPs may actually 
have less influence over their treatment.
4.0. THE DECISION MAKING PROCESS -  ISSUES AND DILEMMAS
Assuming statutory roles will be optional, before making a decision whether to 
undertake these, the CP must consider the advantages and disadvantages previously 
discussed within the framework of their own personality, current work environment 
and career goals in order for them to make an informed choice.
Training and support for roles is important (Kinderman, 2003). When the CP is aware 
of what is available in these areas they need to consider if this is adequate for them 
and they have the time to commit to it. A lack of training and support will change the 
perception of the Psychologist by the public in a negative way which will then directly 
impact individual psychotherapeutic work. Not only training, but the performing of 
statutory roles is likely to greatly increase workloads. Under the current MHA (DOH, 
1983) it takes two days to section someone and the new act suggests a longer process. 
There will also be the shift to evening and weekend work as sectioning is not only
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necessary from 9am to 5pm. Personal safety is likely to be impacted as CPs will be 
present at crisis scenes for the purpose of detention. CPs need to consider how they 
wish their focus of work to end up. More statutory roles may mean less therapeutic 
contact. If there is a case of defensive practise where people treat under compulsion 
for fear of being blamed for adverse events, the CP has to consider how well placed 
their personality, support networks and past experience is to deal with the possibility 
of litigation if things go wrong.
CPs should think about previous experiences of being in positions of power and how 
they respond. The advantage of the role suggesting that CPs may act more humanely 
than other professionals may not always be the case. Social psychology experiments 
frequently show how behaviour is significantly changed by the roles people take up. 
Zimbardo (1971) had to stop an experiment when those put in the role of jailers 
became too abusive. The Psychologist needs to think about their own reasons for 
taking up the roles. If it is simply to have greater influence are they really sure this 
cannot be achieved in other ways? It is important that a non medical perspective is 
given for those under compulsion but why do they want it to be in a formal sense?
The emotional impact of the work must be factored in. People usually enter the 
profession to care for others. Compulsory detention may end up feeling contrary to 
this motivation. A person may be placed in hospital and taken from their deprived 
living and social conditions but will eventually be placed in exactly the same 
conditions upon release. The fact of being able to dedicate less time to outpatients 
could also leave a CP feeling deskilled as outcomes suffer. Adding to the sense of 
being deskilled is the fact that CPs are used to working collaboratively which will not 
necessarily be the case with statutory duties. Professionals will also loose their ability 
to take the outside view, once they are immersed in the system. This will change the 
way others view and interact with them.
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4.1. How would I decide?
To make my own decision whether to take on statutory roles I would use the 
framework I suggested in the previous section. Within the frame of the awareness I 
have about my own personality I can imagine there would be room to work 
therapeutically with someone who I then had to section as long as this had been 
outlined at the beginning of work. I don’t believe that statutory powers would have to 
mean a complete inability to work in a collaborative manner. Although I do 
appreciate extra work may have to be put in place to re-establish relationships after 
compulsory action is taken. Personally I would appreciate the challenge of trying to 
recreate the therapeutic relationship as I already have an interest in difficult to engage 
patient groups.
In terms of my own career goals I am looking to work in the forensic field and again 
the statutory powers may provide benefit here. I have already had some experience as 
a counsellor within a prison and was often faced with requests to help people with 
prison categorisation reviews. When they were aware this was not within my remit, 
engagement was definitely affected. Therefore, I can see how engagement may be 
improved when the CP is seen to have more responsibility with key decisions. 
Although at first this engagement may be purely superficial in terms of being a means 
to an end for the patient.
I can imagine the emotional impact of disengagement from a case that was moving 
towards a successful outcome may be difficult and I would like to ensure there was 
adequate supervision for cases where the CPs role is of dual purpose. Although, even 
if I was working with a patient who was subsequently sectioned by another 
professional I imagine the emotional impact of the relative disengagement would be 
very similar. Bearing this in mind it may not be who uses the statutory powers that is 
important, but the fact a situation has arisen in which they have to occur.
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5.0. CQNCLVSTQN
From the perspective that the MHA (DOH, 1983) is outdated and does not address 
community based treatment, reforms are welcomed. The danger of reforms, 
according to Holmes (2002), is that there may be a split of the Psychology profession. 
Some will be in the role of expert, working patemalistically and some will work on 
the basis of collaboration and informed consent and will see it as ethically 
unacceptable to undertake statutory work. A compromise position suggested would 
be for powers of compulsion to be restricted to Psychologists working with offenders 
in forensic settings. However, then only those in forensic settings are privy to the 
possible advantages of the reforms such as patient empowerment, and the greater 
recognition for the young profession in terms of its competencies and uniqueness. 
Additionally maybe only those in a forensic setting would reap greater monetary 
reward. Dividing a profession in such a way may undermine it further in terms of 
public credibility.
Those who are under compulsion often have very complex needs which warrant 
multidisciplinary care but this does not have to be given in statutory terms. As
Scrutiny Watch (2005) suggest, the proposals could indeed, " add to the pressure
on an already overstretched mental health service. ”
An alternative may be found in the work of Tumer, et al., (1999), who note that in 
Belgium, Spain and Germany, courts decide if someone requires compulsion. These 
countries see a clear separation of the therapeutic from the supervisory. Perhaps a 
way forward would be to remove powers from all of those involved in the treatment of 
patients and allow them to consult with the courts in the form of tribunals. This would 
offer an expert opinion without the paternalism of the suggested statutory duties 
impacting the therapeutic relationship.
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1.3. Problem Based Learning Reflective Account 1
The Relationship to Change
March 2005 
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Tracy King Academic Dossier : Problem Based Learning Reflective Account 1 49
1.0. INTRODUCTION: THE TASK
As part of Problem Based Learning (PBL), groups were given a task centred on the 
title: The Relationship to Change. This required reflection on the meaning of change 
and transition for us and our future clients. Results were presented at the end of a six 
week period. This text will offer personal reflections around application of PBL skills 
to clinical practice and the impact of subsequent clinical practice on evaluation of the 
PBL task with hindsight.
2.0. THE CONTENT
(Full presentation in Appendix C)
Our group focused on the transition from Assistant Psychologist to Clinical
Psychology Trainee. This was a change that we all had in common and had recently
experienced. It enabled us to appreciate the same experience from different positions
within ourselves and amongst the group. The usefulness of choosing a recent event
has been reinforced for me through Cognitive Behavioural Therapy (CBT) when
helping clients to access negative automatic thoughts it is easier when affect arousal is
memorable. As a result of our personal reflections we highlighted expectations, self
efficacy, confidence, goal setting, responsibility and control as being central to
change. Confidence and control are issues that are particularly present in my existing 
clients.
Finding a focus in the PBL task, gave me a sense of confidence and control. At times 
of confusion, I experienced discomfort. I have also felt discomfort from confusion in 
the therapeutic relationship. My previous clinical experience was using a Person 
Centred approach without clear goal setting techniques. Whilst working in this way I 
found the lack of structure easy to accept as it was what was expected of me. As a 
trainee, working predominantly with CBT, I now find structure more comforting as it 
gives me a mechanism for measuring progress. Such measurement helps me to 
systematically think through my actions in weekly supervision. Shared goals, in
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therapy can be containing in the same way as the quick focus we found in PEL. At 
the begirming of placement I often found it hard to focus clients on the original reason 
for their presentation. Through discussions in supervision I have become more 
structured by setting session agendas. However, there have been occasions where 
other issues become poignant for the client. This stresses the importance of trying to 
find a ‘flexible structure’ in clinical practice the way we made adjustments in the PEL 
task. This can be achieved by working with the client to see how the issues they are 
presenting relate to their original reason for seeking help. This mirrored my role of, 
‘Chair,’ in the PEL group as I kept asking the group how each part of our presentation 
related to the concept of change.
We chose to use the therapeutic relationship to explore change and created a client, 
‘Eetty,’ to represent the group’s collective experiences. We were mindful not to 
choose a name of any of our fellow trainees as we may be unknowingly picking up on 
some anxieties and fears that they were feeling which may have ethical implications. 
This was a useful context for exploration, as it enabled us to explicitly consider how 
content and process related to clinical practice. In hindsight, it would be interesting to 
see how our PEL task would have ended up without such structure. I do still hold the 
fear that we would have not completed the task within six weeks. This fear is relevant 
in terms of the relatively short-term work I do on placement. For short-term therapy, 
structure does appear to be particularly essential for successful outcome. This 
highlights that there is much more to a therapeutic relationship than the two people in 
the therapy room, it also involves the agendas of outside entities. In the PEL case, 
this was the six week time limit for our presentation and the expectations of our tutor 
group. In clinical work it is the needs of the service, the therapist’s outside world and 
the client’s outside world. Systemic ways of thinking need to be considered even in 
situations that appear to be one to one. Collaboration of all stake-holders, is 
personified in the character of, ‘Eetty,’ as she represented all our experiences of 
change. The idea of collaboration is central to clinical work, as you are asking the 
client where they want to end up and not forcing your goals upon them.
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In our PEL group we all had the same goal of a final presentation and all had similar 
experiences of the transition from Assistant Psychologist to Clinical Trainee. It is not 
always the case that a goal is so evident or that we will have the same perceptions as 
our clients. On the other hand, in my clinical work so far, I have found a part of each 
of my clients that I can relate to, which is somewhat like the part of, ‘Eetty,’ that was 
me. This helps with rapport building but it is important to bring such identifications 
to supervision to ensure that your personal perceptions of your own experience are not 
leading the interventions that you use. This is particularly relevant to times that we 
work with different cultures as this involves systems that we may have minimal 
understanding of.
Retrospectively, although the idea I had for creating Eetty was well received, it still 
felt that I was leading the group. I can relate this to a CET technique, Socratic 
questioning (Greenberger & Padesky, 1995), whereby your hypothesis guides your 
questions and points the client in a direction that will check out the usefulness of the 
hypothesis. If I had used this technique in the group instead of being more directive it 
would be interesting to see if we would have reached the same outcome.
As a framework for discussing, ‘Eetty’, the ‘Assimilation Model’ (Stiles et al., 1990) 
of change was used (Appendix A). This had an evidence base with a number of 
different therapeutic approaches (Stiles & Angus, 2001) unlike many other models we 
found with evidence from organisational psychology. Although every client that 
presents is different, in my experience so far, the generic goal is some kind of change. 
Even if the person makes a decision to stay the same, this acceptance of how they are, 
is by its very nature a change. In the PEL exercise we picked a model of change and 
therapeutic approaches (Cognitive Eehavioural Therapy (Eeck, 1976) and Gestalt 
Therapy (Peris, 1969)) that both fitted our own experience and had an appropriate 
evidence base. This is something that I wouldn’t change now I have been working 
clinically. The most important thing to consider is the client. You pick evidence 
based models to fit specific clients rather than attending the first session with a model 
and subsequently fitting this to your client.
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3.0. THE GROUP PROCESS
The group process can be fitted within the ‘Assimilation Model’ of change (Stiles et 
ah, 1990). Before being introduced to the PBL task we were ‘warded o ff with no 
awareness of the problem and experienced minimal affect, in a similar way to 
receiving a new referral.
Starting PBL was like the first session with any client, we didn’t really know what to 
expect. This can be viewed through Cottrell’s (1972), ‘Evaluation Apprehension 
Model,’ which states that we fear evaluation from others of the same species. This 
session was facilitated by a tutor who informed us we needed to pick roles in the form 
of a ‘Scribe’ to take notes at our meetings and a ‘Chair’ to facilitate the discussions. I 
volunteered as ‘Chair.’ Having a prescribed role gave me some sense of clarity. The 
lack of clarity of our task appeared to create discomfort in group members which 
could be described as ‘unwanted thoughts’. I wondered if it would be possible to get 
five people to become focused and agree on how to take such a vague topic forward. 
As a group we could also be described as having a ‘vague awareness’ of where we 
were going but no clear formulation in session one, a similar feeling to a first 
assessment session.
In session two, I came back to the group with the idea of using the therapeutic 
relationship and a client to represent our experiences of change. I felt relieved that we 
appeared to have a direction, but was a little worried that I would be perceived as 
taking over. This moved us to having a ‘problem statement,’ it provided us something 
concrete to work on and made affect more manageable. In sessions three and four, the 
group were all allocated individual tasks to go and find out about certain change 
models and therapeutic approaches. Task allocation was collaborative and based upon 
the existing knowledge base. Zajonc (1965) states under social pressure people are 
better at what they know well, so this seemed a useful approach. It gave us some 
‘understanding and insight’ which was slightly upset by our tutor suggesting that
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maybe we had become too rigid in our approach, leaving mixed affect. We then 
‘worked this through’ and were more optimistic.
In session five we had our ‘solution to the problem’ with the completed presentation 
that we had all been allocated parts of, along with some role plays to demonstrate our 
therapeutic approaches. We had positive affect with a sense of satisfaction. 
However, when we came to practice the presentation it turned out to be far too long 
and we were faced with another ‘problem statement,’ so were back at level three of 
the model. This time we were able to go straight back to level five and ‘work through 
the problem,’ by choosing areas to remove and once more had a, ‘problem solution.’ 
In a sense the speed at which we came back to a solution is some evidence of the 
‘mastery’ stage, in that we were able to generate a solution with affect being neutral. 
This can be associated with the relapse prevention element of treatment, where clients 
are given strategies to recognise initial triggers and symptoms of relapse occurring so 
the process can be interrupted.
As a group, we appeared very cohesive as we all had the same aim of completing the 
exercise as part of our training. This may not be the case when working clinically in 
multi-disciplinary teams. There are a number of different professions in these teams 
with many different agendas. In my placement, I understand that there is a belief that 
‘Psychology’ comprises some element of, ‘social loafing,’ (Latane et al., 1979) as it 
appears to only deal with specific referrals and it is not understood by others, what the 
exact role of the Psychologist is. This is increasingly the case when many other 
professionals are beginning to offer CBT to clients. This brings attention to the 
importance of collaborative understanding of goals and roles within teams.
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4.0. CQNCLUSIQN; A STAIEMEKI-QE PERSQMJLy AND p r q f e s s tq m L  
LEARNING FOR FUTURE CLINICAL PRACTICE.
The content and process split of this account is analogous to the therapeutic 
relationship. In many cases although clients will vary in the content that they present 
and the effects that their stories have on their own perceptions, the shared goal of 
change can give some structure. I now apply the learning process cycle of the PBL 
task as I see it (Appendix B) to my clinical work. I respond to the client’s story with 
personal and professional reflections and collaboratively create a hypothesis with the 
client as to predisposing, precipitating and maintaining factors of their issue. This 
then guides me to certain areas of the evidence base to help me choose an intervention 
relevant to the specific client. Outcomes of this are constantly reviewed both with my 
client and in supervision. In the future it may be fed back into the cycle as evidence 
based practice. This comprises a reflective, scientist, practitioner approach. It 
emphasises that strong reliance in individuals or teams on one area is not utilising all 
resources to facilitate change and stresses the importance of supervision to ensure that 
no single approach is favoured.
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6.0. APPENDICES
Appendix A: The Assimilation Model
Assimilation means to absorb and the model looks at where a client is in this process. 
The process is summarised in eight levels. It suggests that in successful 
psychotherapy clients follow a regular developmental sequence of recognising, 
reformulating, understanding and eventually resolving their presenting issues.
The Assimilation Model (Stiles et al., 1990)
0 Warded Off Client unaware/avoidance o f problem. Affect 
minimal
1 Unwanted Thoughts Emergence o f unwanted thoughts. Affect strong 
but unfocused and connection with content unclear.
2 Vague Awareness Aware o f problematic experience but no clear 
formulation. Affect is acute psychological 
pain/panic related to problem
3 Problem Statement Clear statement o f problem that could be worked 
on. Affect negative, but manageable, not panicky.
4 Understanding/ Insight Problematic experience formulated and 
understood. Affect mixed.
5 Application/Working
Through
Understanding used to work on problem. Affect 
positive, business like optimistic.
6 Problem Solution Successful solution achieved. Affect positive, 
satisfied.
7 Mastery Client automatically generates solutions. Affect 
positive/neutral.
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Appendix B: The PBL Learning Cycle
57
Personal
Reflection
Knowledge
Sharing
Hypothesis
Evidence Base
Approach to 
Task
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Appendix C; The Presentation
Betty Gets Changed
Summary of presentation
-  Change From being assistant psychologist to 
clinical psychology trainees.
-  Betty
-  The assim ilation m odel
-  The approaches we have chosen to look -  
Cognitive Behavioural Therapy and Gestalt 
Therapy.
The Process
-  Relleetion on our own c.speriences o f  change
-  Psychological concepts we initially looked at 
w ere expectations, s e lf  efficacy, confidence, 
goal setting, measures and m odels o f  change, 
responsibility, and control.
-  Betty
Betty
Betty
B rief B aekeround History
-  B e lly  i.s a  2 5  y e a r  o ld  U K  l) o m  fe m a le .
-  .She a l le n d e d  m a ii is l r e a m  s c h o o l  w h e r e  s h e  w a s  h u llie d .
-  B e tty  f e l t  s h e  n e v e r  r e c e iv e d  a n y  n n e o n d il lo n a l  p o s i t iv e  
r e g a rd  f ro m  h e r  pa ren i.s. U n l ik e  h e r  s is t e r ,  w h o m  s h e  
fe l t  w a s  f a v o u r e d  m o re .
-  A t  U n iv e r s i ty  B e tty  f e ll s h e  d id n ' t  f it in .
-  B e l ly 's  f a th e r  is  a  m e d ic a l  d o c to r  a n d  b o th  h e r  m o th e r  
a n d  f a th e r  w is h e d  fo r  B e tty  to  b e c o m e  a  p s y c h ia t r is t  
r a th e r  th a n  a  p sy c h o lo g is t .
-  B e t ty 's  s i s t e r  h a s  s in c e  g o n e  to  m e d ic a l .school.
Betty
B rief Backuround H istory
-  A f t e r  le a v in g  U n iv e r s i ty ,  B e tty  w o rk e d  a s  a  n u r s in g  
a s s is ta n t  a n d  th e n  a n  a .ss is ta n t p s y c h o lo g is t  fo r  tw o
-  B e t ty  a p p lie d  th r e e  t im e s  to r  c l in ic a l  p s y c h o lo g y  
I ra in in g .
-  B e tty  w a s  r e je c t e d  a t  f t r s t  tw o  a p p lic a t io n s .
-  'f i l e  th ird  t im e .  B e tty  g o t  th r e e  in te r v ie w s ,  s h e  w a s
re  je c te d  by  tw o  o f  th e  in s t i tu t io n s  a n d  th e  th ird  p la c e d  
B e tty  o n  th e i r  r e s e rv e  lis t.
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Betty Goes to a Counsellor
-  Betty has decided to see  a counsellor as she is 
experiencing  anxiety sym ptom s, which have 
increased due to an upcom ing presentation.
Some of Betty’s symptoms
-  A n x io u s  a lx n i t  p r e s e n ta t io n .
-  M e e t in g  F x |> e c ta t io n s  a n d  R e s p o n s ib i l i ty
-  F e e l in g  o v e rw h e lm e d .
-  C ie tt in g  i t  a l l  w r o n g  
B u t te r t l i e s  in  h e r  s to m a c h
-  R a c i t ig  h e a t t .
-  F e e l in g  h o t  a n d  f ire d .
-  I’in s  a n d  n e e d le s  
F e e ls  s h e  d o e s n 't  fit in
Assimilation Model Assimilation Model (continued)
-  D eveloped Irom  Piagetiati developm etital -  Individual possesses m odel o f  world, or
psychology cognitive schem as, that guides their behaviour.
-  T ranstheoretical or integrative model New  experiences m ust be assim ilated into these
-  3 A spects to  m odel: SC H EM A S, schem as in o rder to be understood. Experiences
PR O BL EM A TIC EX PERIEN CES, that do not fit m odel leads to a process o t
A SSIM ILA T IO N  /  AC CO M O DA TION change to  enable assim ilation (J. M cLeod, 
1998).
THE ASSIMILATION 
MODEL (Stiles et al, 1990, 92).
WARDED OFF CUnI ot problem. A/kcl minimal.
UNWANTED
THOUGHTS
Emergence unwanicd Aouqhb Afioct stroni) Wl unfccusod. and 
ctrmecton miti content uncfoat.
VAGUE AWARENESS Awai« of piobkrmatic mperwnce. hit no dear tcrmuUition. A#«  ^• 
acute psychologic at paiVpanc i»U»d to pioblem
PROBLEM
STATEMENT
Ctear sialerrmil of problem tot couM be wctked on. Ailed 
Trdgabve, but manageable, not pancltjr.
UNDERSTANDING/
INSIGHT
ProhtemabG ciparianc* kfmulatW and understood. Attecl matd.
APPLICATION/ 
WORKING THROUGH
Ufldcfstaiving tised to vrarV. cn p<d4wn. AVact posAv*. busmess 
fre. optimhbc.
PROBLEM SOLUTION Süccassfui solution achieved. Aficctpo»tp;e. utêied.
MASTERY CLeni autonukat/ generates sekjitons. Affact pceit/alteuial.
Assimilation Model : Research
Assimilutiou model & l  ime Limiieil psyclioiheinpitc» 
(Re>iiolds ct al IW 6)
Awimiltiiiou model & Client pcrsi>ccti\cs o f  cli;inge(CI;iAe cl
Assimilai 100 model & Family I hetapy (Laiiila ct al 1998) 
Assimilulion model & Intellecloul Disabilities (Nevvimm et al 2lK>2)
Assimilution nuxlcl & C ognifiN'e nieclianisms (Williams ei al. 
I9<W)
/Assimilation model & research o \c r \ie w  (DarUiam et al.
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THE ASSIMILATION 
MODEL (Stiles et al, 1990, 92).
WARDED OFF Cknl unaiMVêi'av'oidanctt J  piobkm. AffKt nmimal.
' UNWANTEDTHOUGHTS Emtgunc» fxxiÿib. Attecl »1wng but unfocwsud. Jnd CMMCbon fttfi conkN undeaf.
VAGUE AWARENESS Awwv of ptoUumaac «itperknce. but no clear fnnitabon. Afted * 
acute psydioicigcat pccVpanic related to pnitem.
PROBLEM
STATOJEWT
Clear «lateiiwtl of (Mottem that could be worM on. Affect 
negatve. but managMtte. nd panic»/
■* UNDERSTANDING/ Probtemafc expenence bftnuteled and undeotood Affect mired.
APPUCATION/ 
WORKING THROUGH
Undcrsstvding used to wotli on piobtem. Alect poeibve. business 
tee. opbrresbc.
PROBLEM SOLUTION Syccejrful eotebon acbéwed Afted powbve. Mtebed
MASTERY Citent automabcalV gwieratee wtulten*. Afted posKraneubd.
GREETING GESTALT
-  I r i lx  f V r ls  « a s  th e  o r ig in a to r  o f  C iesla ll l l i e r a p y  in  tiro 
1 950 -s .
-  G e s t a l t ;  a  s t r u c tu ra l  e iitiry  w h ic h  is  Ix rth  i l i t ï e r e n t  Iro n t 
a m i m u c h  m o r e  th a n  th e  su m  o f  i ts  p a r t s  (C la rk s o n  
1999),
-  I d e a s  f ro m  F ie ld  T h e o iy  ( L e w in ,  1 9 5 2 )  -  a  p e r s o n  c a n  
o n ly  b e  s tu d i e d  In th e  c o n te x t  o f  th e ir  o w n  e n v iro n m e n t
-  C e n tr a l  p r in c ip le  -  r e la t io n s h ip  Ix jtw e e n  f ig u r e  a n d  
g ro u n d .
-  C y c le  o f  e x p e r ie n c e  -  g e s ta l t  f o rm a tio n  a n d  d e s m ic l io n .
THE GESTALT CYCLE THE ASSIMILATION 
MODEL (Stiles et al, 1990, 92).
WARDED OFF CSenI urtawarVavotdanc* of prcbtem. Affect nwtruf
‘ UNWANTEDTHOUGHTS Entetgence unwanted Jtouÿits. Affect Jbotg but unftjciBed. aid «prtftcction witb content tmcteaf.
VAGUE AWARENESS Aware of probternabc eiçeftence. but mo dear termolaocfl. AMari » 
acute psychological paèvpanK related to problem
PROBLEM
STATEMENT
Clear stetemwl of proWan Hat ccuki Iw worked oo. Atted 
rHsgntrAi, but irwrwyable. not p-teick/
UNDERSTANDING/
INSIGHT
Probtenrabc etqxrtemce tormuteted and under stood. Aftect nvted
APPLICATION/ 
WORKING THROUGH
Underrtandmg used to work on pri±lem. Affect poathft business 
tee.opfimebc.
PROBLEM SOLUTION Succosshji solution achieved. A/fccI positive, sabs&d
MASTERY CEerii euluiiwbcagy gurwiates st^ borrs. Affect posib/tolieuldl.
Cognitive Behavioural Therapy 
(CBT):
-  CBT integrates the cognitive restructuring 
approach o f  Cognitive Hterapy (CT) with the 
behavioural nioditleation techniques o f  
Behavioural Therapy (BT).
-  Psychological problem s are caused and 
maintained by unhelpful core beliefs, deeply 
held assum ptions about ourselves, others and 
the world and negative autom atic thoughts 
(Beck, Rush et al., 1979)
CBT:
- Seeks to change:
• I. U n h e lp fu l  th in k in g  s ty le s
• 2 . U n h e l |i fu l  p a t te r n s  o f  b e h a v io u r
- It concentrates on the ‘here and tiow’ and aims 
to help clients identify, understand, challenge 
and alter those underlying beliefs that are no 
longer helpful.
Tracy King Academic Dossier : Problem Based Learning Reflective Account 1 61
CBT: Principles Conceptualization/ formulation
-  C o lla b o ra tiv e  a p p ro a c h -  Provides a 'm a p ' o f  the developm ent and
-  P ro b lem  focused  a n d  goal o rie n ta te d m aintenm iee o f  the p roblem (s)
-  S t ru c tu re d  a n d  tim e lim ited -  Informs areas for further exam ination.
-  R eq u ire s  ac tive  p a rtic ip a tio n  o f  c lien t
-  K d u c a tiv e -e m p h a s iz e s  re lap se  p rev en tio n
-  Prom otes a shared understanding o f  the 
theoretical and individual dim ensions o f  the 
problem
-  Can facilitate elTeetive intervention
-  is ever-evolving
-  H o m ew o rk  -  to prom ote the transfer and 
generalizations o f  the skills developed witliin 
the session.
Basic 
Cognitive 
model of 
emotion
ED
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CBT Intervention
• Behavioural experiment
• N A T S  re c o rd  fo rm
• Flash Cards
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THE ASSIMILATION 
MODEL (Stiles et al, 1990, 92).
WARDED OFF Cteni un»wai»'avoKlanc« ot protkni. AttccI irinimN.
1 UNWANTED
THOUGHTS
t-margenc* unwanW thought:. Atfact sfcoog but unfcxuwjd. and 
connecion witi content undtMi.
2 VAGUE AWARENESS Aware ot protkmatk experience, but no clear kxmulabnn. Attect » 
acute psychological pan^ic i elated to problem
PROBLEM
STATEMENT
dear statement ot problem toat couU be wulied on. A/led 
negalwe. but manageable, not panid.y.
UNDERSTANDING f Piobtemabc experience tormulated and onderslood. Afloct mixed,
APPUCATION/ 
WORKING THROUGH
IWersbndmg used to iboitc on problem Altoct positive, business 
bke. optmistic.
PROBLEM SOLUTION SuccessU sotobun achwv«d Altect poc*ve. snbshcd.
Cbent automatically generates solulions. Aftect positivuAieubai.
Our relationship to change
-  Before Start o f  PBL Group
• W arded O ff • Unaware o f  problem A flecl ininiinat.
-  I (iroup Session
• Talked siIkiuI own e \pe i icaccs o f  change
• Vayue A waiTiiess -n o  clear tbrmulalion
• Aciife psychological |Win
-  2**^  Group Session
• Decision to (beos on cliaractcr ’Betty'
• Problem Statem ent -  Piovide% sunictliiiig to work oi
• AflVct manageable
-  G r o u p  S e s s io n s  3  a n d  4 -  .Session 6
* Ut^iiJint' about models
• R u n  T liro iry h  p ie s e n i a l i o n  -  T a k e s  4 5  r u in s• Reviewing models
• Planning lu cieale presentation • N e w  P r o b le m  S t a t e m e n t
• W orkiitg'l’hrough -  After session 6
• Opiimislic
• P u t  p r e s e n ta t io n  o n  a  d i e t  ( w o r k in g  th r o u g h )-  G r o u p  s e s s io n  5
• Checking over presentation • A c h ie v e  2 0  m in u t e  p r e s e n ta t io n  ( p ro b le m  s o lu t io n )
• Sciipts lot role plays
• Problem .Solution
• Satisfied
The Future
-  Mastery!
('licni automatically generates solutions Aflecl posiiiNc/neulial
-  W e'll be able to do a presentation in less 
than six  w eeks, with neutral (or positive) 
affect
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1.4. Problem Based Learning Reflective Account 2
Child Protection, Domestic Violence, Parenting and 
Learning Disabilities
March 2006 
Year 2
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1.0. INTRODUCTION i THE PRORT EM
As part o f Problem Based Learning (PBL), groups were given a problem that 
involved a child protection (CP) case in the areas of emotional abuse and neglect. 
The parents had learning disabilities and there was some domestic violence. In 
response to the case we were asked, “Who’s Problem is it?” Some background 
information and some prompt questions were provided (Appendix A). After four 
weeks we presented our findings. This text will offer personal reflections on the 
group content and process. Focus will be on the application of PBL skills to 
clinical practice within my child placement and the impact of subsequent clinical 
practice on evaluation of the PBL task within hindsight.
2.0. THE CONTENT
(Appendix B)
Our initial thoughts were to present a reflective team, where practitioners reflect 
over their knowledge and experiences, (Kjaer & Sottrup, 2005) to acknowledge 
that many questions were unanswered. However, it was felt that this may not 
portray the seriousness of a CP issue so we decided to be expert witnesses in a 
court scene. Interestingly our sense of urgency to have answers, paralleled the 
urgency for a decision by the council in the problem we were presented. I imagine 
that a Multi Disciplinary Team’s (MDT) responses would also have the potential 
to reflect what is happening in the systems around a child. I was working with a 
child presenting with generalised anxiety and I became aware that the mother’s 
inconsistent expectations upon me, as a therapist, evoked a sense of anxiety. This 
was reflected back to her and we discussed how inconsistency may make it 
difficult for he son to know what was expected of him and hence he became 
anxious. I think it is really important to constantly be aware of how you are 
feeling, what this might mean and what has motivated you to chose specific 
interventions, as this helps identify parallels that may occur.
We decided to parallel the real world approach and structure our content around 
the Common Assessment Framework (CAF; Every Child Matters, 2005; Appendix
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Q . This is a key component o f Every Child Matters, a government programme 
which aims to ensure every child receives services they need, as early as possible. 
Although we used the CAF as a template we did not implement the information 
sharing recommended to services. Once we agreed our topics for the presentation 
we researched these individually to save time. However, when we came back to 
the group there was a lot of replication. Information sharing is one o f the drivers 
for the CAF as currently many services use their own methods of assessment and 
information held by one service is often not accessible to others. Such 
discrepancies can be hugely detrimental when quick decisions, due to risk, are 
needed in a CP case.
A greater sharing would encourage more informed decisions and maybe prevent 
knee-jerk responses for fear of the repercussions o f misjudging risk. Areas of risk 
are seen as ‘risky’ in services and it also felt that way in our group. I was 
surprised to find that methods of assessing risk were not consistent across services 
and it has left me with the thought that just because there is an evidence base to 
draw upon for best-practice this does not always mean that is the best way things 
are implemented in reality.
We drew upon the evidence base in the areas of learning disability and parenting 
skills, child cognitive development, child emotional development and the impact 
o f domestic violence. Each of us gave an opinion as to whether the children 
should stay with the family or not and then the audience were asked to make a 
final decision. This sharing of responsibility is reflected in CP, with joint decision 
making. This has the benefit o f accountability, different expertise and avoids the 
individual falling foul to the repercussions of misjudged risk. However in the 
instance of our group, even with lots of information making a final decision that 
impacted so many lives was incredibly difficult.
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3.0. THE GROUP PROCESS
At our first meeting some members of the group had not looked over the presented 
problem. This appeared to be reflective of the time pressures that trainees are 
under. Tasks are not focused upon until they absolutely have to be, as there are 
many other demands. It almost represents a group norm (Hogg & Vaughn, 1998) 
for our group to accept that we tend to approach tasks in a way where most of our 
efforts are targeted at the end product -  the presentation.
This norm can also be present in MDTs. Since being on my child placement I 
have become aware that working with all the systems that surround a child can 
demand a great amount of time. As a result it appears that teams can either leave 
certain aspects o f their work until the very last minute or produce only a ‘good 
enough’ representation o f their work with a client in clinical notes and reports. 
This is in favour of more therapeutic interaction. Although I agree that the client 
is of paramount importance it has often been frustrating for me to try to gain 
information from medical files only to find this is not adequately documented. 
Clients have also expressed their frustrations when people appear not to know their 
history. In fact in my supervision sessions it has been discussed that my accounts 
of client work and reports are, ‘too comprehensive’ and in fact only need to be 
‘good enough’.
In practice, understaffing, large client loads and little time, appears to have led to 
an ethos o f lower expectations. It may be that people feel they have so little time 
that reading reports and notes thoroughly is not part o f client work. It logically 
follows that if  few people read records the standard of record keeping will 
diminish. Thorough examination of records may only be attempted when cases 
enter CP, which paradoxically is the very time that they need to be as 
comprehensive as possible. Although in a university setting our group has become 
comfortable with leaving things to the last minute and producing ‘good enough,’ 
results, this can be a dangerous attitude when replicated in a clinical setting. I can 
understand how teams may end up with this norm but I think I will continue to 
grapple as an individual with the ethical implications of balancing the demands of 
working in an often under resourced NHS setting.
Tracy King Academic Dossier: Problem Based Learning Reflective Account 2 68
Group resources are evident in the roles we assume. As Hogg & Vaughn (1998) 
suggest these roles appear to interrelate for group benefit. The roles that we have 
are: an ideas person, an organiser and facilitator, a person who can bring 
everything together into the end product, and two researchers. This natural 
formation of our roles has made us very cohesive which may not always be the 
case within MDTs. There are a number of different professions in these teams 
with many different agendas. In my placement, there has been differing 
understanding of the role of the Psychologist. Referrals from other professionals 
have shifted from simply referring all clients for Cognitive Behavioural Therapy 
with the belief that this was the only therapy Psychologist’s provided, to now 
referring clients for Psychometric evaluation, seeing this as the other role we 
perform. It is helpful for each individual within a team to have a role to play even 
if it overlaps with others (Madge & Khair, 2000). To achieve a collaborative 
understanding of roles within teams again takes time and this is what appears to be 
the crux o f the problem in real-life settings.
In reading back through my thoughts about the MDT within my child placement it 
feels as though I have painted a bleak picture. Some of the cohesiveness that is 
achievable within the MDT is shown when they work in smaller groups each 
week. The team take turns to present a case to gain input from other professionals. 
I have noticed that humour is often used in these sessions, which may be a way to 
deflect from the seriousness of the content. Our PBL group was very explicit with 
a humour by using jovial names for ourselves as expert witnesses in court. I was, 
‘Professor Anna Tachment,’ talking about Attachment Theory. I wonder if  the 
humour also served as a defence mechanism against the seriousness of working 
within CP. Ostrower (2005) writes of humour being used in this way by the Jews 
in the Holocaust. It is termed gallows humour and can relieve stress when in 
difficult situations or when hearing about them. This raises the question of how to 
ensure our own defence mechanisms do not impact our clients detrimentally in 
clinical practice. Falk (1992) suggests that use of humour in clinical work requires 
a good therapeutic alliance and there needs to be some awareness of which clients 
this may be useful for and which it may not. There was one family I worked with 
regarding sibling conflict. As an intervention I decided to get the mother and two
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brothers to undertake a role play of a previous argument. The family members 
then all swapped seats in order to re-enact the argument as one of the other 
participants. Questions were put to them around how the person they had become 
may be feeling to encourage empathy for the perspective of another. However, 
they found it quite confusing when responding and interchanged to their own 
thoughts with the person who they were supposed to be. The confusion was quite 
humorous and lead to lots of laughter. In the end all family members agreed that 
in future arguments if  they stopped to visualise themselves in the session the 
argument would be seen as silly and would simply diffuse. Rollo May a 
Humanistic Psychologist cited by Mayank 2005 says,
“Humour is the healthy way o f  feeling a ^distance* between one^s se lf and the 
problem^ a way o f  standing o ff and looking at one*s problem with perspective. ”
I would like to explore the use of humour in future work when it is appropriate.
4.0. CONCLUSION; A STATEMENT OF PERSONAL AND
PROFESSIONAL LEARNING FOR FUTURE CI INICAI PRACTICE.
The PBL task has highlighted a number of dilemmas. There appears a discomfort 
with not knowing everything in services yet there is a reluctance to share 
information. This is evident in differing assessment practices, and in some cases 
providing only ‘good enough’ records for future reference. In an attempt to keep 
the client as the central focus by concentrating on the therapeutic rather than 
administrative work it may be that clients can be done a disservice with a lack of 
information on their case. Making decisions in a CP case is difficult even with 
knowledge available. If  there is less knowledge about a case due to professionals 
thinking risk is ‘risky’, and not fully understanding the roles of other professionals, 
then informed decision making feels to me near on impossible. It seems that the 
way our group approached the PBL task paralleled a lot of the ways that a Child 
and Adolescent MDT might function and I wonder if  this also parallels the 
dynamics of the family in question.
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To avoid these difficulties in our PBL group we would have had to be what 
Lavender (2003) terms ‘reflective in action’, giving consideration during the task 
to what was really going on. Chambers Dictionary (1993) defines reflection as 
‘the action of the mind by which it is conscious of its own operations; attentive 
consideration; contemplation.’ For me, the importance of such a way of practicing 
increases when working within more complex settings such as the multi-systems 
that surround the child client. In response to the question of the task, “Who’s 
problem is it?” I would say it is the problem of every individual practitioner to 
invest time in reflective practice earlier to avoid a cost, far greater than time, for 
the client at a later stage.
Tracy King Academic Dossier: Problem Based Learning Reflective Account 2 71
5.0. REFERENCES
Chambers Dictionary. (1993). Chambers Dictionary. Edinburgh: Chambers Harrap 
Publishers Ltd.
Every Child Matters. (2005). Every Child Matters. Retrieved 16th April 2006 from
the World Wide Web:
http://www.evervchiIdmatters.gov.uk/
Falk, J. (1992). Counselor interventions preceding client laughter in brief therapy. 
Journal o f  Counselling Psychology, 19, 39-45.
Hogg, M.A., & Vaughn, G.M, (1998). Social Psychology. London: Prentice Hall.
Kjaer, N.K., & Sottrup, V. (2005). How to work with reflecting teams. Retrieved 
16th April 2006 from the World Wide Web:
http://www.gpract.ku.dk/Ansatte/handouts%20WONCA%20workshop%202
004/How%20to%20work%20with%20reflecting%20teams.doc.
Lavender, T. (2003). Redressing the balance: the place, history and future of 
reflective practice in clinical training. Clinical Psychology, 27, 11-16.
Madge, S., & Khar, K. (2000). Multidisciplinary Teams in the United Kingdom. 
Problems and Solutions. Journal o f  Paediatric Nursing, 75, 131-133.
Mayank. (2005). Role o f  Brain in Evoking Laughter. Retrieved 16th April 2006
from the World Wide Web:
http://nooffenceanvone.blogspot.com
Ostrower, C. (2005). Humor as defense mechanism in the Holocaust. Retrieved 
16th April 2006 from the World Wide Web: 
http://mofetsrv.mofeet.macam98.ac.il/~ochavo/absractn.pdf
Tracy King Academic Dossier: Problem Based Learning Reflective Account 2 72
6.0. APPENDICES
Appendix A: The Problem
Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, and Learning Disabilities 
The Family
The Stride Family
Live locally 
Supportive
40 42
Raised in the 
care system 
Mrs S
M rs
Sally Sarah No contact with mother and father
The Professional network
The Problem
= Domestic Violence
The twins, Sally and Sarah Stride, were placed in short term foster care, following 
a recommendation of a full child protection case conference, and enacted at an 
initial Court hearing, that the children continued to be at risk in the care of their 
parents. The children were on the child protection register, under the categories 
of emotional abuse and neglect. The children’s Guardian has approached you, 
and asked you to help the Court by conducting a full risk assessment, and if 
appropriate, to help the Court develop a rehabilitation plan for the children. This is 
a joint instruction by all parties to the proceedings. However the Local Authority 
wishes to place the children for adoption, before it is too late, in the belief that Mr 
and Mrs Stride will never be able to care adequately for their children. Mr and Mrs
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Stride are passionate in their commitment to have the children returned to their 
care.
Whose problem is it? Why?
Some Background Information.
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is 
described as a woman with learning disabilities, in the mild range. Mr Stride 
attended a school for children with special educational needs. Mr and Mrs Stride 
do not read and write English. It should be noted that many long reports have 
been written about them, their children, their care of their children and so on.
Their solicitors read the reports out loud to them, usually once, and sometimes on 
the morning of a Court hearing.
Mrs Stride has two older children living with separate adoptive families. She is not 
able to have contact with them at the moment, as it was a closed adoption. This 
is because her first husband was extremely violent to her, and threatened 
violence to the previous social workers. Social Services staff feared for the safety 
of the adopters if their whereabouts were known. Mrs Stride promised herself it 
would be different with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She 
minimises his behaviour, saying it is nothing compared to what her previous 
husband used to do to her. The two children have witnessed these arguments 
and assaults,
Mr Stride's parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are unable to 
look after the children, because Mr Stride’s mother suffers from a painful 
rheumatic condition. Mrs Stride was raised in the Looked After Children system, 
and has no contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Stride struggles to 
understand the workings of the second-hand appliances donated to them by 
family. It would seem that Mr Stride understands their workings, but is not 
prepared to use them. Social Services staff are most concerned about physical 
neglect of the children’s needs. Family Centre staff say they have tried to engage 
both |Mr and Mrs Stride in parenting classes, but the couple do not attend on a 
regular basis. The Family Centre appointed a family worker to visit the home, and 
show Mrs Stride ‘how to keep house’. The family support worker has not been 
trained to work with parents with learning disabilities. The Social Worker says the
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Department has offered the family everything, and it makes no difference to the 
care of the children.
Mr and Mrs Stride are desperate about the loss of their children. They want them 
to come home. They fiercely resent the foster carers, and the supervisor of their 
contact with the children. The children’s Guardian believes the parents can learn 
to be ‘good enough’ to satisfy Social Services requirements. Mrs Stride was 
referred to the local AMH service for help with feelings of despair and depression. 
She is taking anti-depressant medication, and is seeing a CRN for counselling.
Prompt Questions
 something about paying attention to the professional network (liaison,
communication, respective roles)
 something about safety, risk assessment and risk management
 something about parenting and LD
 something about child witnesses to domestic violence
 something about the effects of poverty and class discrimination
 something about literacy and verbal comprehension (effects of anxiety and
stress on memory and comprehension, and willingness/ability to express 
concerns, and say. 1 don’t understand these reports’)
 something about resilience, adversity, depression and coping
 something about the role of grandparents in the care of children
 something about children of parents with learning disabilities
 something about gender issues and scripts
 something about psychologists, child protection and the legal system
How would you address things differently if this family were black, or if the 
parents were both of the same sex. or if the family came from a middle class 
background or if they were of average intelligence
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Appendix B: The Presentation
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Good Practice
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Assessment Framework
The Jiirv Decides
The Jury Decides
D Sally and Sarah should be placed permanently with adoptive 
parents
D Sally and Sarah should be returned to live with their 
biological parents, Mr and Mrs Stride
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Appendix C: The Common Assessment Framework
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1.5 Problem Based Learning Reflective Account 3
Older Adults and Diversity Issues 
February 2007 
Year 3
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1.0. INTRODUCTION : THE PROBT.EM
As part of Problem Based Learning (PEL), groups were given a problem that 
involved apparent memory difficulties in an older adult following bereavement. 
This was all within a context of the Muslim culture and migration from Pakistan to 
the UK. Some background information was provided (Appendix A). Our approach 
to the task was documented in a final presentation to our year group (Appendix B). 
This text will offer personal reflections on the group content and process. Focus 
will be on the application of PEL skills to clinical practice within my Older Adult 
Placement and the impact of subsequent clinical practice on evaluation o f the PEL 
task with hindsight.
2.0. THE CONTENT
**Across all disciplines, at all levels, and throughout the world, health care is 
becoming more complex,” (Plsek & Greenhalgh, 2001,p .625)
In line with the above suggestion, the group acknowledged that this was a complex 
case. It presented issues of religion, gender, age, loss, migration and risk. Our 
early approach focused on diagnosing Mr Khan, with hypotheses of depression, 
dementia, bereavement and adaptive problems to role transitions after the loss of 
Mrs Khan. I now wonder if  this was in an attempt to simplify the complexity 
before us. This made me think of the function of the diagnostic structure of the 
medical model and how a diagnosis creates a dominant story around an individual 
before face to face contact has even been made.
I have read numerous case notes where one practitioner has been quick to offer a 
label of ‘dementia’ in cognitive difficulties for those over 60 and few people query 
earlier diagnostic decisions. It may be that the opinion offered is indeed valid but 
the methods used to reach the opinion can be reductionist. They can take at face 
value, patient, family and previous health professionals’ perceptions o f their 
symptoms. Although this is clearly key information, such opinions are also 
dependent upon the way these individuals construct reality. For example, a 
husband may say that his wife is still able to carry on with everyday social
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interaction when in actual fact he is compensating for her losses by filling gaps. 
He may do this as the pain of the loss of her ability is too much for either of them 
to bear.
Such behaviours fit into what Plesk and Greenhalgh, (2001) highlight as, ‘complex 
adaptive systems.’ These are any collection of individuals who are free to act in 
unpredictable ways and whose actions are connected to each other in that their 
change creates context for the change of others. This therefore does not only apply 
to the people and families that we work with but to the teams that we work within. 
I am left wondering about how much diagnostic labels keep clinicians afloat when 
they feel out of their depth and what can be done to enable them to tread water for 
a little longer before they can head to firmer ground? It may be that the lack of 
resources available in services puts too much pressure on practitioners to reduce 
waiting lists and discharge patients and this naturally reduces the tendency to 
consider all possibilities. It may simply be that the label of a ‘Trainee Clinical 
Psychologist’ enables some comfort with a sense o f being out of your depth. 
Although I am also aware that even with this protective label I can seek security in 
the framework that diagnostic categories can offer. However, I will question 
myself more explicitly in the future as to why I feel such a framework is helpful in 
the cases I work with.
The key question is; does diagnosis help the patient, practitioner or government 
demands on the NHS? In working with suspected dementia referrals I have had 
some experience of being faced with this very question. In one particular case an 
89 year old man was incredibly anxious about the loss of his abilities. This 
anxiety was the debilitating factor in his life rather than the current reduction of 
cognitive skills. Following neuropsychological testing it did appear that the man 
was likely to have Alzheimer’s. However, as his pre-morbid functioning was very 
high the deterioration was unlikely to get severe enough to reach the level he 
feared before the end of his natural lifespan. Therefore a decision to frame his 
difficulties within the context of natural ageing was taken.
It appears that the narrative around a person creates the context through which they 
live their life and the above narrative allowed the man ability to live his life in a
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less anxious way. This idea fits within a social constructionist perspective, it 
examines the way people create their perceived realities (Hacking, 1999). In 
keeping with this viewpoint, we used a role play in our group to try and examine 
which areas of this complex case came to the fore when we took the positions of 
members of the Khan family. This is a technique often used in systemic family 
therapy to enable the experience of another perspective. Each person possesses a 
unique view of themselves their family and their expectations of these (Vetre & 
Dallos, 2003). Following feedback from our facilitator and reflection upon the 
roles we had played within the Khan family, we noticed that we had used aspects 
of our own personal narratives and understandings to create the characters.
We still clung to the safety of our diagnostic framework but each o f us seemed to 
have a preferred diagnosis. What was wrong with Mr Khan really depended upon 
the story that was created around him and from who’s perspective it was being 
told. As working within a diagnostic framework highlights problems, we decided 
to use a technique from Narrative Therapy called, ‘externalisation’ (White & 
Epston, 1990). This places the problem outside of the person and changes the 
language of the story around them. For example if  someone is depressed they are 
not lacking motivation and crying all the time. The depression is taking their 
motivation and making them cry.
So we took the suggested reasons for Mr Khan’s problem and externalised each of 
these by speaking as the problem in the first person to portray how the problem 
was situated outside of Mr Khan. I took the role of grief, guided by the stance 
that had emerged when I played Mr Khan in the role play. The externalised script 
can be found in Appendix C.
3.0. THE GROUP PROCESS
Our group appears to have a norm (Hogg & Vaughn, 1998) of focusing on the end 
point o f our task -  the presentation. This time around we had a new group 
facilitator who favoured a systemic approach and in line with this I suggested we 
try to do things differently. Despite the suggestion, I wasn’t sure I really wanted to 
do it differently, as I knew the previous way worked well for us amidst training
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deadlines. However, I was aware that for me this PEL exercise was slightly 
different as the group facilitator was also my clinical tutor who was involved in 
reviewing my progress on placements. When reflecting upon my decision to 
suggest an alteration of our group norm I think this could be related to Festinger’s 
Social Comparison Theory (Erown, 2000). People try to evaluate themselves by 
comparison to those with similar abilities. Eeing in the presence of someone who 
also had the role of being my assessor in another situation contributed to me 
wanting to be more competitive in the group. I wanted to be seen as the one 
comfortable to move away from any ‘rigid’ ways of working that may have been 
present in the past.
Reviewing this process evoked a link with my current clinical work. I have 
noticed that the older people are, the more they seem to move away from the need 
for social comparison and turn more to comparing themselves with their previous 
abilities. This is highlighted mostly in those individuals experiencing cognitive 
decline. The fear about the loss of their abilities seems less to do with what others 
of their age are experiencing and more to do with an expectation that they should 
always be able to do the things that they used to do. Suis and Mullen, (1982) note 
that as people get older temporal comparisons appear to be more important that 
social comparisons. Just like my surface need to break from our group norm, 
maybe older adults need to break from the norm of the expected abilities o f their 
peers. These processes for both myself and the older adult may share one 
underlying theme -  a striving to preserve self-esteem.
Although many older adults I have worked with have not wanted to be compared 
with their chronological peers my suggested break of the group norm appeared to 
be a minority view. This was not voiced overtly during the group by other 
members but a discomfort was expressed implicitly during the group and explicitly 
outside o f the group. There was what seemed to be a superficial acceptance o f my 
superficial suggestion to break the norm. I think all o f this was more to do with 
the presence of a new facilitator that was unknown to us in this role and who had 
already told us the process by which he liked to work. The way the facilitator 
presented his previous experience appeared to shift the power balance in the group 
with him being set up as an authority figure to whom initial compliance should be
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given. This sense of power felt was perhaps what Deaux et al., (1993) refer to as 
both an ‘expert’ and ‘reward’ power. The facilitator may have been perceived by 
the group as an expert in the systemic field of working and was also a tutor who 
evaluated us.
Another norm emerging in the generation o f older adults I have seen seems to be 
working within the medical model. They are used to the health professional being 
an, ‘expert,’ and consequently expect to be told what they need to do and how best 
to do it. It has been necessary to set up therapeutic relationships in a very different 
way to this, explaining that the work is more collaborative and exploratory. This 
has run the risk o f losing what Deaux et al, (1993) refer to as ‘referent power.’ 
This is the respect the client has for the therapist. For the older adult, respect has 
traditionally come for those in an ‘expert’ position. In presenting the individual as 
the experts on themselves I have hoped to evoke a greater sense o f self-respect.
4.0. CONCLUSION: A STATEMENT OF PERSONAT. AND 
PROFESSIONAL LEARNING FOR FUTURE CITNICAI 
PRACTICE.
The PBL task has highlighted a number of conflicts that can be present when 
working with older adults. The complexity that sheer years of life experience can 
bring with it, can create an over-reliance in health professionals to simplify 
through diagnostic labels. Such labels create a narrative around the individual 
which can focus on the negative and can also collude with the older adult’s 
expectation to meet with an, ‘expert.’ Meeting such expectations may alleviate 
both the client and therapist’s anxieties but may only serve to create a superficial 
compliance as was seen in my perception of the PBL group process. A more 
collaborative approach of understanding an individual’s narrative, offers more o f a 
sense o f identity to that individual as opposed to their problem becoming their 
identity.
I wonder how much a person with cognitive decline in old age loses the ability to 
recognise those around them or is it more that those around them lose the ability to 
recognise that person? Is this just an adaptive process that as younger people we
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have to experience in order to wish to continue with life through not recognising 
the way it may end? Such a process may serve a similar function to a woman 
forgetting the pain of childbirth, to enable further reproduction. If  so, then I think 
an evolutionary shift needs to occur where pain is remembered and resilience 
becomes the dominant narrative.
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6.0. APPENDICES
Appendix A: The Problem 
Title: Working with Older People 
Problem Based Learning Exercise 
The Problem
Mr. Khan’s youngest daughter, Maya has contacted Social Services about her 
father’s health. She is concerned about her father who has been suffering from 
short-term memory problems. He has been leaving the kettle on and saucepans on 
the stove to boil dry. He has been neglecting himself and his physical health is 
deteriorating. He has lost some weight and he has been eating out-of-date food.
Maya, the youngest daughter is urging Social Services to do something and also 
asking her older sister, Shazia to return from Pakistan to help sort out a solution 
for their father’s care.
Some Background Information
Mr. Khan is 72 years old. He migrated to the UK from Pakistan in his mid 30’s. 
He is a retired bus driver. He learned English after coming to the UK.
His wife died of cancer 9 months ago. Mrs Khan did not speak English and spoke 
only Urdu. She was primarily a home maker, working occasionally as a private 
dress maker.
Mr & Mrs. Khan have 2 daughters Shazia and Maya. Both daughters were bom in 
the UK and have had English education. The eldest daughter, Shazia had an 
arranged marriage in Pakistan where she lives with her family. Her husband is a 
shop-keeper. They have 3 children. Shazia’s eldest son Imran is currently 
contemplating coming to the UK to University.
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Maya, the younger daughter married a European and was disowned by the family. 
She had no contact with her father till her mother passed away 9 months ago. 
Maya and her husband have no children. She is University educated. She and her 
husband are both journalists and fairly mobile, travelling 3-4 days a week 
throughout Europe and sometimes at short notice.
Mr and Mrs Khan were both religious and had links with the Muslim community. 
However, Mr Khan fell out with the mosque about they way they responded to his 
wife’s death. He has stopped going to the local Mosque but continues to pray at 
home.
Prompt Questions
.. .something about who speaks English, who speaks Urdu and who speaks both?
.. .something about the rift with the community in the Mosque and the potential for 
mediation?
...something about understanding religious faith and appropriate culturally 
sensitive solutions?
.. .something about grief and mourning -  individual, family and community based? 
...something about impact of migration and loyalties to country o f origin and host 
country?
.. .something about the possibility of going back to country of origin?
...something about appropriate residential care and relationships with staff and 
other residents?
...something about assessments, short term memory, self-care and differential 
diagnosis?
.. .something about assessing risk to self?
...something about relationship with social services and other professional 
systems?
.. .something about the role of the Psychologist, MDT, etc?
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Appendix B: The Presentation
The Khan Family Nairative Therapy
A  s y s t e m i c  t h e r a p y  w h i c h  a i m s  t o  l>e 
r e s ] ) e e t l 'a l .  e t i r i o u s  a n d  n o n - b l a m i n g  
C e n t r e s  a r o u n d  t h e  s t o r i e s  p e o p l e  t e l l  a b o u t  
t h e i r  l i v e s .
S e e s  p e o p l e  a s  e x p e r t s  o n  t h e i r  o w n  l i v e s .  
D o m i n a n t  s t o r i e s  — m a y  d e v e l o p e d  b y  t h e  
i n d i v i d t t a l  o r  b y  t h e  s y s t e m  a r o u n d  t h e m .
Narrative Therapy Externalising
•  D o m i n a n t  s t o r i e s  c a n  h a v e  a  n e g a t i v e  
i n l l i i e n c e ,  p a r t i c u l a r l y  w  h e n  d e v e l o p e d  I r o m  
a  t h i n  d e s c r i p t i o n ' .
•  T h e r a p i s t s  m a y  e n e o i i r a g e  p e o p l e  t o  
d e v e l o p  a l l e m a t i v e  s t o r i e s ,  a n d  
c o n v e r s a t i o n s  a n d  n a n a t i v e s  t h a t  s u j i p o r t
•  T h e r a p i s t s  m a y  e n g a g e  i n  e x t e r n a l i s i n g  
e o L i v e r s a i i o n s .  w h e r e  t h e  " p r o b l e m ’ i s
• l i r e  ’p r o b l e m ’ i s  p l a c e d  o n t s i d e  t h e  p e r s o n .  
a l K i w i n g  t h e m ,  a n d  t h e  p e o p l e  a r o u n d  t h e m  
t o  j o i t i  t o g e t h e r  i n  t h i n k i n g  a b o u t  n e w  w a y s  
o l ’ t a c k l i n g  i t .  d r a w i n g  o n  t h e  p e r s o n s  o w m  
s t r e n g t h s  a n d  r e s o u r c e s .
The M ystenous Saucepan Affair
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Appendix C: The Narrative of Grief
I am Grief. I joined the Khan family after the death of Mrs Khan. I am experienced by 
a person after loss. Once I have visited once it is much easier for me to return. Mr Khan 
had the loss of his estranged daughter, the loss of his wife, the loss of the mosque 
community, and the loss of his role as the head of the household.
I have physical and psychological impact particularly when a spouse has died, like Mr 
Khan’s wife. I often create a greater impact on men than I do women, so am hoping to 
spend a good deal of time with Mr Khan.
I am very powerful. I have created stress from the role change Mr Khan has 
experienced. He has had to take over his wife’s role o f cooking and housekeeping. The 
stress I have caused has also impacted his immune system. I can have an even greater 
impact this way with Mr Khan as he is Muslim. Muslim women are seen to encompass 
the role of domestic chores and motherhood and Muslim men are seen to provide 
financially for the family.
I am really clever because I have made Mr Khan develop some o f the symptoms that 
his wife experienced before death with his loss o f weight. I am called masked grief 
when I do this no one knows I am here, it is such fun.
I could not do my work if humans did not need to make strong affectional bonds with 
others. The fact that they do means that it’s a problem for them when these bonds are 
threatened or broken.
I am hoping to later have some more impact on Mrs Khan’s daughters as in many cases 
only men can attend Muslim funerals. I will wait patiently to see how being more 
distant from a funeral ritual may have impacted them before I make my move.
I make people feel sad and they can cry. Mr Khan has not done this. If  he doesn’t listen 
to me soon I am going to become complicated and will stick around for a lot longer 
which suits me fine.
Tracy King Academic Dossier: Problem Based Learning Reflective Account 3 95
I have made him feel angry at the unfairness of his wife leaving him to cope with life 
alone. He seems to be displacing this anger onto his daughters and the mosque rather 
than realizing his anger is with his wife. This is making him feel even more lonely as 
he is withdrawing from those around him. Good news for me as my stay can be 
extended. Very soon, I will be all that he needs.
Thanks to me Mr Khan has also become quite anxious at caring for himself. Everytime 
he thinks he can do it, I remind him of how well Mrs Khan used to do things. I even 
make him think she is still here and she can still take the pans off the stove and turn off 
the kettle.
I have made Mr Khan forget things and feel like he can’t be bothered. If  this goes on 
for much longer my friend depression will come and stay with the Khans for a while. 
We act as a team and I get to take a break while depression does the leg work.
People deal with me through a process called mourning where they accept the reality of 
their loss, work through it, adjust to the changes it brings and then move on. I like to 
delay this if  I can. Muslim men are only permitted to mourn for three days. I think this 
was hard for Mr Khan to limit his time to this and in reality I think he is still mourning. 
Again this is good news for me as he has a conflict between his emotional needs and his 
beliefs.
Sometimes it can be harder for me to do my work in Muslim families as they see death 
as an end of the present life followed by a life hereafter where they will be reunited 
with their families. If Mr Khan’s belief in this is strong then this could protect him 
from me having a large impact. This is a risk to my long-term future. I am ignoring 
this threat for the moment though and am hoping that if  the family continues to not 
notice me and keeps talking about those other suspects, o f natural ageing and dementia 
I will soon be able to hide behind my old friend depression and stick around for many 
years. I do like it here.
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1.6. Case Discussion Process Account Summaries
The Case Discussion Group (CDG) sessions take place approximately every fortnight 
for 1.5 hours for the three years of the Doctorate in Clinical Psychology programme. 
There are five groups within the cohort, comprising 5-6 trainees. Each group is 
facilitated by a member o f the course team. The groups remain the same over the three 
years but the facilitators change.
The Course Handbook (University of Surrey, 2004) states that the groups aim to 
complement the learning taking place in clinical supervision and integrate the ideas of 
the Psychologist as a scientist and a reflective practitioner, through promoting the 
following:
reflection on clinical work, with reference to personal and professional learning, 
ethical dilemmas in our work, appreciation o f  diversity and the development o f  
cultural attunement, and theory-practice linking, ’ (p. 32).
The following sections summarise particularly salient parts of my experience of the first 
two years of the CDG as reported in my process accounts.
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1.6.1. Case Discussion Process Account Summary: Year 1 
September 2005
In year one the content of thought in the group began with being pragmatic and based 
on our existing knowledge base. There was no exploration of other models for cases 
beyond the specialism of our facilitator, in Cognitive Behavioural Therapy. Later in the 
year, our facilitator suggested we should think about our cases with reference to some 
Department of Health guidelines for mental health workers. We discussed respecting 
diversity, working in partnership, practising ethically and making a difference. It was 
helpful to have this structure and it gave us specific prompts for reflection and enabled 
thinking beyond our idiosyncratic cases but was also applicable to these. This can be 
likened to applying the evidence base to our clients in choice of treatment options, 
where an idiosyncratic concern seeks broader resources and is then applied to the 
individual. This process has helped me facilitate theory/practice links through practice 
in alternating between broad and focused thinking and synthesising information.
It was also useful to gain diverse ideas from different cultures, gender and background 
in the group. Cultural issues were considered greatly by one member o f the group 
which I found helpful to observe. My year long placement was mostly with white 
British clients and without the CDG, I may not have had much opportunity to consider 
ethnic diversity. Re-telling of stories was implicitly beneficial in the CDG. Often, as I 
would present a case I would think about it differently, which can be paralleled to our 
clients’ telling us their stories and in telling our stories in supervision.
The areas I perceived the group could develop in after year one were: exploration of 
the emotional impact of our work and processes of transference and counter­
transference and exploration beyond cognitive theory to make theory practice links.
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1.6.2. Case Discussion Process Account Summary: Year 2 
July 2006
Our CDG for year two was facilitated by a tutor with a specialism in psychodynamic 
theory. From this starting point the group had a very different feel to the way it was 
conducted in year one. Case presentations this year were unprepared which was a 
much more unstructured way of working and was akin to, Psychoanalytic Therapy.
For my process account in year two I chose to simply recall what I recalled and forget 
what I forgot, leaving some room for discussion of the forgotten issues. It was an 
attempt to come as close as possible, with the restriction of needing some reference to 
an evidence base, to the psychodynamic technique of, ‘free association.’
The experience o f reflecting over my second year’s experience of the group prompted 
me to visualise the ongoing development o f self, the group and any therapeutic 
relationship as a series of transitions, present in any lifecycle. In our first year, we were 
very much like infants, dependent upon our caregiver for direction, not wanting to 
question authority. Our early experience was of an insecure attachment to our 
facilitator. In this second year we were in middle childhood/early adolescence where 
we feel a lot safer in who we are and safer with our new caregiver. This had repaired 
much of the insecurity of our early experience and allowed us to get in touch with some 
of our unconscious drivers when reflecting on our clinical and professional practice. I 
hoped our third year would enable the transition from adolescence to early adulthood at 
the time when we have to move away from the secure base of the University to explore 
the outside world as newly qualified Clinical Psychologists.
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2.0. CLINICAL DOSSIER
This section contains a brief overview of the experience obtained on five 
clinical placements and summaries of five formal case reports conducted 
during my three years of training. Placement contracts, supervisor 
evaluations, trainee evaluations, clinical logbooks and complete versions of the 
five case reports are presented in Volume 2 of the portfolio.
All names and other identifiable information have been removed or 
anonymised for purposes of confidentiality.
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2.1. Adult Mental Health Placement
Placement Details
Dates: November 2004 -  September 2005
Setting: Community Mental Health Team (CMHT)
Assertive Outreach Team (ACT) and Rehabilitation and Recovery 
Team (RRT)
Summary of experience
This placement was split between the CMHT and the ACT and RRT. Clinical 
work was predominantly on an outpatient basis with some community work within 
people’s private homes and residential care homes. Individuals were referred from 
primary care services for the CMHT and from secondary or tertiary services for 
the ACT and RRT. Work was undertaken on both an individual and group basis 
with a group being run taking a cognitive behavioural approach to depression. 
Clients had the following presenting difficulties: Bereavement, housing issues, 
anger, paranoia, health anxiety, panic attacks, depression, chronic pain, 
trichotillamania, eating disorders, gynaecological and digestive problems, 
hypertension, sexualised behaviours, post traumatic stress disorder following rape, 
obsessive-compulsive-disorder, early onset dementia, generalised anxiety, 
aspergers syndrome, exam phobia, and voice hearing, psychosis, learning 
difficulties and physical disability. Both placements enabled experience of 
working with a multi-disciplinary team of psychiatrists, nurses, occupational 
therapists, family therapists, physiotherapists and social workers. Liaison with 
other agencies included advocacy services, day hospitals, housing services, 
insurance companies, inpatient psychiatric wards, voluntary agencies such as 
victim support, schools and G.Ps.
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Clinical skills
Assessment consisted o f semi-structured interviews with psychometric measures 
(e.g. Beck Anxiety Inventory, Beck Depression Inventory, Panic Rating Scale, 
Anxious Thoughts Inventory, Aggression Questionnaire, Generalised Anxiety 
Disorder Scale, trust risk assessment procedures). Neuropsychological assessment 
was undertaken using the Wechsler Adult Intelligence Scale III, The Wechsler test 
o f Adult Reading, The Wechsler Memory Scale III and the Verbal Fluency Test. 
The main model of therapy used was cognitive behavioural therapy with some 
input from dialectical behaviour therapy and ability to use pre-existing 
hypnotherapeutic skills. Formulations were also informed by psychodynamic 
thinking. Clinical work was conducted with a diversity of individuals in terms of 
socio-economic status and educational and occupational background. Most clients 
were white/British with one client of South African origin. Training was 
obtained in the care plan approach, working with vulnerable adults and early 
intervention in psychosis. I offered a workshop to the voluntary sector on 
personality disorder and the difficulties this diagnosis may present for multi­
disciplinary teams. A service-related research project (audit) was conducted on 
the usage of a crisis advisory telephone line.
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2.1.1. Case Report Summary 1: Adult Mental Health
Title: Cognitive Behavioural Group Therapy fo r  Four Individuals with 
Moderate to Severe Depression.
Referral of Problem: Four, white, British individuals were referred and selected 
for a cognitive behavioural therapy group for depression within a Community 
Mental Health Team. All members o f the group and the co-facilitators were white 
and British. Gender was something to be mindful of, with only one male member 
and female co-facilitators
Presenting Problem: Behavioural, emotional, cognitive and somatic difficulties 
all sat within the DSM-IV criteria for a diagnosis of depression. For example, low 
mood, irritability, low motivation and insomnia.
Initial Assessment of Problem: Assessment comprised one session and was 
conducted by my co-facilitator, a Community Mental Health Nurse, prior to my 
arrival on placement. An unstructured interview was conducted on the following 
areas: Onset of problem; behavioural/cognitive/affective/psychological 
symptoms; situational/behavioural/cognitive/affective/interpersonal/physiological 
modulators; situational/behavioural/cognitive/affective/interpersonal/physiological 
maintaining factors; avoidance; previous treatments; previous psychiatric history; 
beliefs about problem; engagement; mood/mental state and psychosocial situation. 
There was a common thread of loss in all four clients. The Beck Depression 
Inventory (BDIII; Beck, et al., 1996) was administered at assessment. The main 
criteria for inclusion to the group, was a diagnosis of depression. Two referrals 
were excluded for not meeting diagnostic criteria. People were not recommended 
for the group if they were completely unable to relate interpersonally. For 
example, if  they were in acute crises.
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Initial Formulation: Formulation used a cognitive behavioural model. This 
suggests that experiences lead people to form assumptions about themselves, the 
world and others which they use to organise perception. When these assumptions 
are rigid they can be dysfunctional. Problems arise when critical incidents occur 
that trigger the assumptions and lead to negative automatic thoughts. These 
thoughts can lead onto symptoms of depression which then encourages more 
negative thinking. It is a vicious circle. The model suggests that you can change 
the way you feel by changing the way you think. Distress depends on the 
meanings attributed to events. The group format did not lend itself to exploration 
o f early experiences leading to dysfunctional assumptions o f clients, so the model 
was considered from the critical incident phase that triggered negative thinking 
patterns.
Action Plan: Following the evidence base, government guidelines suggest CBT is 
the treatment of choice with some support for Interpersonal Therapy. A CBT 
group approach was suggested for cost effectiveness and the personal preference 
o f clients. Client preference also has an evidence base that links to effectiveness 
o f treatment. The plan was to reduce BDI II scores.
Intervention: A total o f nine, two hour sessions of CBT group therapy for 
depression were provided weekly, with one follow-up session three months later.
I co-facilitated this work with a Community Mental Health Nurse. Once client 
dropped out at session four and another was on holiday for two sessions. A manual 
for therapy was created by a Clinical Psychologist within the CMHT which was 
based upon the current evidence base. Techniques of intervention included 
analysis of antecedents, beliefs and consequences. Simple, Specific, Measurable, 
Agreed, Realistic, Timescale goals were made, guided discovery through Socratic 
questioning was used, cognitive restructuring, behavioural experiments, homework 
setting and relapse prevention. Group process was discussed by facilitators to 
inform ongoing formulation and intervention.
Outcome and follow up: All group members achieved substantial reductions to 
their BDI II scores both at the end of therapy and at a three month follow-up 
session. Good results were also achieved in terms of client’s personal goals.
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Reformulation: A reformulation was made for the client who dropped out of the 
group. This client had appeared unable to actively use the cognitive model and 
therefore the group itself could have reinforced her own sense of self-isolation and 
black and white thinking may have led her to taking the decision that she was not 
liked and therefore she left the group. Interpersonal Therapy may have suited this 
client better as her difficulties were with relationships which this therapy focuses 
on.
Critical Evaluation of the Work: Research suggests success o f this group was 
contributed to by: specific CBT intervention, good therapeutic alliance, good 
group cohesiveness, increased self-efficacy and facilitators working in the same 
direction. In this particular case the small group numbers meant that group 
members could have the benefits o f group and individual therapy combined which 
appeared to have a positive effect. However this may not be able to be generalised 
to larger groups and how much the effectiveness was due to CBT and how much 
was due to the relationships formed within the group is difficult to disentangle.
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2.1.2. Case Report Summary 2: Adult Mental Health
Title: Cognitive Behavioural Therapy with a 35 Year Old Female, Presenting 
with Generalised Anxiety Disorder
Referral of Problem: A thirty-five year old, white, British female, was referred 
by her General Practitioner (GP) for a triage assessment to a Community Mental 
Health Team. The presenting issues were long-standing anxiety about many 
issues with current concerns around physical illness along with some obsessive 
rituals. Angela was reluctant to take medication for her anxiety.
Presenting Problem: Angela presented with a history of anxiety with some 
panic. She constantly worried about everything and would get irritable with her 
husband. She described herself as a, “people pleaser,” and would go to great 
lengths to ensure that everything she did for others was perfect. High anxiety 
triggers centred around thoughts that she had a life threatening illness with cancer 
and muscle degenerative diseases were a particular worry. She was also aware of 
mild obsessive behaviours with regard to being tidy, organising and cleaning the 
house. Physically, she was suffering from a condition known as ‘Sjogren’s 
Syndrome,’ which is an auto-immune disease.
Initial Assessment of Problem: A one session unstructured interview was used 
and explored the following areas o f the difficulty: Onset; modulators; maintaining 
factors; avoidance; previous treatments; previous psychiatric history; engagement; 
mood/mental state; psychosocial situation and goals for therapy. After the 
assessment I discussed in supervision my decision to structure treatment around a 
diagnosis of Generalised Anxiety Disorder (GAD). The Anxious Thoughts 
Inventory (ATI) was used as an overall measure to assess areas of anxiety as it 
splits out health anxiety. Results showed a high score in meta-worry which would 
be expected with GAD. The GAD Scale was also used to measure distress, 
positive and negative beliefs, behaviours and control strategies considered as 
important in maintenance. The percentage of time spent worrying was also 
assessed by self-report, as a reduction in worrying was a personal goal for therapy.
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Initial Formulation: Formulation used a cognitive behavioural model of GAD. 
This suggests that the content o f normal and GAD worries are similar and the 
difference with GAD is how the individual appraises the worry. Two types of 
worry are identified. Type I worry is content based such as concern over a pain in 
the body. Type II worry is the worry about worry. An example o f a negative 
appraisal o f worry would be that it is uncontrollable. Abnormal amounts of worry 
are seen to be connected to Type II worries. These can also reflect positive beliefs, 
for example worry prepares you.
Action Plan: Following the evidence base, government guidelines suggest CBT is 
the treatment o f choice for GAD. A CBT approach was also suggested for cost 
effectiveness. The evidence shows that treatment that targets the process rather 
than the content of worry is the most efficient way to reduce costs for the health 
service. Without this, individuals with GAD will be in constant therapy as their 
worries simply move from topic to topic. Treatment aimed to reduce scores on 
the ATI and the GADs and meet the client goal of reducing her time spent 
worrying.
Intervention: A total o f eleven, one hour sessions of CBT for GAD were provided 
fortnightly (client choice), with five more sessions to be completed at the point of 
the case report write-up. Therapy was structured by initially focusing on negative 
appraisals of worry and the resulting behaviours to socialise the client to the CBT 
model. Later sessions focused on the positive appraisals o f worry and its use as a 
coping mechanism. Techniques of intervention used: symptom scaling, worrying 
thoughts record, a cost/benefit analysis o f worry, examination of the counter­
productiveness of thought control, verbal re-attributions, creation o f cognitive 
dissonance to shift beliefs and the use of Socratic questioning.
Outcome and follow up: At session 11 a review of progress was made and a 
further five sessions were contracted. The context of the past week of the client’s 
life may have had some impact on her scores. She was currently undergoing some 
medical tests for Lupus, another auto-immune condition, so her Type I worries 
were heightened. Her scores on the ATI remained the same but the sub-scale o f 
meta-worry had begun to reduce. Similarly on the GADs her amount of worry had
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dropped but her distress about the worry had increased which may have been as a 
result o f the context of the time of measurement for her. Good results were 
however, achieved in her personal goal as she now worried 30-35% of the day 
compared to the original 75-80%.
Reformulation: In the final session the client did reveal some new information 
about her childhood experiences. There is an evidence base to suggest that CBT 
does not change the trait like aspects of GAD which may be better explained by 
looking at maladaptive schemas beginning in childhood that are triggered by 
current uncertainties.
Critical Evaluation of the Work: As well as client goals evaluation of 
therapeutic work is based upon research evidence. Evaluation must be conducted 
with consideration to threats to the validity of the research that has been used to 
inform the original treatment decision.
In the week before re-assessment of measures took place this client had some 
actual medical concerns occurring. There is no evidence base detailing the effect 
this has on GAD sufferers. It is difficult to standardise the real-life concerns of 
participants in the outcome studies which may skew some o f the results from 
these. The stringent exclusion criteria of no co-morbidity in outcome studies may 
also be a problem.
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2.2. Child and Adolescent Mental Health Placement
Placement Details
Dates: October 2005 -  March 2006
Setting: Child and Adolescent Mental Health Service (CAMHS)
Summary of experience
Clinical work was predominantly on an outpatient basis with some community 
work within schools and looked after children services. Individuals were referred 
from primary, secondary and tertiary care. Work was undertaken on an individual 
basis. Clients had the following presenting difficulties: Aspergers syndrome, 
autism, dyspraxia, attention deficit hyperactivity disorder, bereavement, 
encopresis, enuresis, conduct problems, obsessive-compulsive disorder, 
aggression, physical illness, issues of parenting, nightmares, eating disorders, 
impact of sexual abuse and anxiety. The placement enabled experience of working 
with a multi-disciplinary team of psychiatrists, nurses, occupational therapists, 
family therapists, physiotherapists, social workers, educational psychologists and 
music therapists. Liaison with other agencies included inpatient psychiatric wards, 
looked after children services, youth offending teams, social services, paediatric 
services, speech and language therapists, voluntary agencies, schools, child 
protection agencies and G.Ps.
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Clinical skills
Assessment consisted of semi-structured interviews with psychometric measures 
(e.g. The Strengths and Difficulties Questionnaire, Parental Daily Hassles 
Questionnaire, Connors ADHD screening, non-standardised version of Thematic 
Apperception Test, trust risk assessment procedures). Neuropsychological 
assessment was undertaken using the Wechsler Intelligence Scale for Children III 
and IV, Wechsler Objective Reading Dimensions, Wechsler Objective Language 
Dimensions, Wechsler Objective Numerical Dimensions, Wechsler Individual 
Achievement Test III). The main models of therapy used were cognitive 
behavioural therapy, systemic with solution focussed and narrative work along 
with a reflective team during family therapy. Child observations were completed 
within school settings and a mother and baby observation was undertaken within a 
looked after children service. Psychodynamic play therapy was used in 
conjunction with a psychotherapist and formulations were informed 
psychodynamically through a supervision group. Clinical work was conducted 
with a diversity of individuals in terms of socio-economic status and educational 
and occupational background. Most clients were white/British with one client of 
Afro-Caribbean Origin. Training was obtained in child protection, suicide and 
teenage drinking, foetal alcohol syndrome and basics o f individual psychodynamic 
work. I offered a workshop to the multi-disciplinary team on the use of hypnosis 
with children and adolescents.
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2.2.1. Case Report Summary; Child and Adolescent 
Mental Health
Title: Taking a Narrative Approach with a 9 year old male, presenting with 
Encopresis.
Referral of Problem: A nine year old white, British male was referred by his 
General Practitioner (G.P.) for an assessment within The Child and Adolescent 
Mental Health Services (CAMHS).
Presenting Problem: The client soiled his pants and hid them in various places 
around the house as described by his mother. When the dirty pants are found days 
later his mother confronts him and he is silent. She said, “I want to know why he 
is doing this and if  possible control it.” It was assumed that the client had control 
over his soiling and he was blamed for his actions. His mother expressed stress 
over the extra work his behaviour entails. The client was also seeing a 
Paediatrician and had been diagnosed with constipation. He had to have an enema, 
which he found distressing and was now taking laxatives. It has been difficult for 
his mother to take responsibility for he receives his medication on time and to 
follow through with his specified toileting regime.
Initial Assessment of Problem: Case notes were consulted and an unstructured 
interview was used with the client and his mother to elicit Predisposing, 
Precipitating, Maintaining and Protective factors to the problem. The interview 
elicited the history of; the problem, child development, education, family, living 
conditions and finances, involvement with other professionals and agencies. 
Observation of the client in the session and his viewpoint were also factored in.
The interview additionally considered the Common Assessment Framework in line 
with government policy. The Strengths and Difficulties Questionnaire (SDQ) was 
administered along with the Parental Daily Hassles Scale (PDHS). The client’s 
total difficulties showed him as having high needs in the areas of: Conduct, 
emotional symptoms, and peer problems. His mother indicated that she felt his 
behaviour was challenging and that there were a lot o f demands placed upon her as
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a parent. There was also an issue of possible neglect in this case so government 
guidelines for risk assessment of abuse were followed.
Initial Formulation: The theories used to formulate the client’s difficulties were 
behavioural and family systems. Parental responses may reinforce the behaviours 
of the client and any attempts to change the behaviour, such as the punishments 
may lead to learned helplessness and low self-efficacy. Family stressors and the 
interaction patterns within the family that maintained the behaviour were 
considered.
Action Plan: To maximise the chances o f a good prognosis with soiling, a 
facilitative family environment has to be created. A parent must see soiling as 
non-intentional and uncontrollable and work with the child to overcome it through; 
quality time being spent with the child, routines being implemented, regular praise 
and reward and avoidance of criticism and punishment. Within Narrative Therapy, 
the process of externalisation helps children do this and was utilised in this 
treatment using a well know guide to treatment called “sneaky poo.”
Intervention: A total of seven, one hour therapy sessions offering a narrative 
approach were provided over a six month period. In five of the sessions a family 
friend was also present. There were essentially four stages to the therapy. The 
initial stage worked on building rapport and introduced the idea of externalisation. 
Then there was a stage o f psycho-education, informing the family that other 
children present with encopresis, the usual reasons behind this and how treatment 
was approached. In the third phase the ‘Beating Sneaky Poo’ booklet was 
introduced and worked through. In the final phase of therapy some stress 
management work was conducted with the client’s mother to help her maximise 
her own resources for empowering her son. The possibility of relapse was 
referred to throughout and the importance of continuing to externalise the soiling. 
Techniques used in therapy were: externalisation, unique outcome questions, 
demystification, rewards, relapse prevention and a co-therapist in the form of the 
family friend.
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Outcome and follow up: At session 6 the client had managed to go four weeks 
without soiling which was viewed by everyone as excellent progress. Referring to 
the list o f things to do to beat Sneaky Poo had been working well and the client 
was to be rewarded by having a friend round for tea. He also reported that his 
mum had been giving him more hugs and kisses and shouting less and that he had 
been enjoying special time together for tea and biscuits after school. He presented 
as much happier at the end of therapy. On the last session he was finally able to 
show me his Sneaky Poo diary which he had previously found difficult to share. 
The following week, I had a final session with the client’s mother working on her 
own stress management. She reported that in the past week the client had soiled 
twice. However, he had been able to place his soiled pants in a bucket and this 
change o f behaviour was placed in the context of the end of therapy. The SDQ 
showed improvements in the client’s behaviour and the PDHS showed less blame 
was placed upon the client. > i
Reformulation: No reformulation occurred during treatment. However, if  the 
client’s encopresis was secondary (not known), then it could be reformulated and 
this reformulation could be useful if  relapses continue. Two o f the most : ; 
commonly associated events for developing secondary encopresis are the Ibss of a 
parent and birth of a younger sibling which both happened to the client. 
Attachment Theory offers a framework to consider the impact of this. Individual 
play or art therapy might allow the client to resolve any conflicted feelings he is 
experiencing
Critical Evaluation of the Work: Overall, the work appeared successful as 
measured by the reduction in soiling. I think the rapport built with the family 
helped to support this and a narrative approach provided the best framework to 
help the client’s mother be more facilitative. The area that I have less confidence 
in, is the long-term effect o f the work. It would have been better to have been able 
to work alongside the paediatric team and with the client’s siblings. This would 
have given greater clarity to the client’s presentation and therapy would then have 
had more of a chance to change the whole family narrative, first hand rather than 
once removed, via his mother.
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2.3. Learning Disabilities Placement
Placement Details
Dates: April 2006 -  September 2006
Setting: Community Learning Disabilities Team and an Assessment and
Treatment unit for Individuals with Learning Disabilities and 
Mental Illness.
Summary of experience
Clinical work was conducted within the community at individual’s homes, 
residential care homes, daycentres and the inpatient facility. Individuals were 
referred from primary care. Work was undertaken on an individual and group 
basis with a group being designed and implemented on sexual knowledge and 
relationship issues. Clients had the following presenting difficulties: Challenging 
behaviour, sexual and relationship problems, autism, psychosis, chronic pain, 
dementia. The placement enabled experience o f working with a multi­
disciplinary team of psychiatrists, nurses, occupational therapists, art therapists, 
physiotherapists, social workers, day centre staff, and advocates. Liaison with 
other agencies included inpatient facilities, residential care homes, social services, 
speech and language therapists, dieticians, voluntary agencies and G.Ps.
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Clinical skills
Assessment consisted o f semi-structured interviews with psychometric measures 
(e.g. Sexual Attitudes and Knowledge Scale and Hampshire Assessment for Living 
with Others, Impact of Moving Assessment, and personally developed capacity to 
consent to medical treatment assessment following Department of Health 
guidelines). Neuropsychological assessment was undertaken using the Oliver and 
Crayton Dementia Assessment, British Picture Vocabulary Scale, Wechsler Adult 
Intelligence Scale III and the Leiter. A large amount of indirect work was 
conducted with care teams on this placement. The main model of therapy used 
was an integrative developmental and systems model along with behavioural and 
psychodynamic approaches. Clinical work was conducted with a diversity of 
individuals in terms of socio-economic status and educational background. Most 
clients were white/British with one client of Afro-Carribean/Cuban Origin. Staff 
teams consisted of a large proportion of members of Mauritian and Sri Lankan 
origin. Training was obtained in forensic aspects of learning disability and autistic 
spectrum disorders. I offered a workshop to the multi-disciplinary team on the 
difficulties of working with a learning disabilities population who also have a 
diagnosis of personality disorder.
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2.3.1. Case Report Summary: Learning Disabilities
Title: An Extended Assessment o f  Capacity to Consent to Treatment fo r  a 69 
year old male with learning disabilities.
Referral of Problem: A 69 year old, white British male with paraplegia and a 
learning disability (LD), who was not verbal with some understanding of Makaton 
(Signing) was verbally referred to the Community Team for People with Learning 
Disabilities (CTPLD) by his care manager. She requested an assessment of 
capacity to consent to being mobilised to avoid pressure sores.
Presenting Problem: During a period of depression, the client refused to be 
mobilised by staff. Pressure sores ended up developing. It was not clear to staff 
how much the client understood the implications of not being mobilised regularly. 
Following a fall one night, the physical support required by the client increased, 
and the manager at his residential care home saw he required greater nursing care 
than they could offer. Consequently, the client was moved to a more appropriate 
home for a temporary period. He responded to the move by refusing to 
communicate with anyone, lying in his bed facing the wall. After a few weeks he 
was agreeing to be mobilised and seemed to enjoy the hoist that was used to move 
him. At his previous home he had been manually moved by two people.
Initial Assessment of Problem: It was important to know how much the client 
could comprehend and how he would express responses. The following sources 
were consulted:
CTPLD case notes.
Speech and language therapist 
Dietician
Old care home manager 
The client
New care home manager 
The client’s Sister
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Informants had the perception that the client understood everything and was 
capable of decision making about being mobilised. There were no formal 
assessments of cognitive ability recorded in notes.
Initial Formulation: Historically, people with learning disabilities have had 
others make their decisions. To consent a person needs to be informed about what 
is proposed. Information needs to be provided in a way that is appropriate to the 
person. With the client although most people perceived he understood everything 
it was important to test this out. The possibilities with the client were that:
• He was being over-estimated and he could not understand all the information 
necessary to consent.
• He was being underestimated and he understands the implications o f not being 
moved but still chose not to.
Action Plan: Consent was examined in the context of the functional approach of 
the Mental Capacity Act (2005). This takes account of a person’s abilities and 
skills and looks at how these interact with a given situation. All capacity is 
decision and time specific. It is important that the person can make their decision 
voluntarily and is not coerced.
The test is whether a person can:
• Understand the information relevant to the decision.
• Retain the information.
• Use or weigh that information as part o f the process of making the decision.
• Communicate the decision.
A plan of action was created:
• Interviews with significant others to decide best methods of formal 
assessment.
• Formal measure of receptive vocabulary.
• Formal cognitive assessment to examine problem solving abilities and 
indicate mental age.
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• Formal Capacity to Consent to Treatment for Pressure Sores, following 
government guidelines. Presentation designed upon basis o f above 
assessment results.
Extended Assessment: Interviews elicited key views about the client. The 
following cognitive assessments were administered: The British Picture 
Vocabulary Scale and the Leiter International Performance Scale. Findings 
suggested that the relevant consent questions were presented to the client in a 
pictorial format in a similar way to the use of Talking Mats within speech and 
language therapy.
Extended Formulation: The client did appear at the point o f assessment have the 
capacity to make the choice as to whether to be mobilised or not. The extended 
assessment results offered further information to the initial formulation. There are 
were a number of contextual factors for the client’s mobilisation choices: 
misjudged abilities, transition and loss, choices and depression.
Recommendations: To reduce the likelihood of the client refusing to be mobilised 
a number o f interventions were suggested to help avoid further bouts of depression 
and suggestions were made on action to take in the event o f further refusals.
Critical Evaluation of the Work: This extended assessment appeared to provide 
the pertinent information to answer the assessment question. However, there are a 
number o f areas to consider when thinking about the methods used to gain the 
information. The Leiter has not been standardised on those with severe disabilities 
and the answers to a Capacity to Consent assessment are only ever as good as the 
questions asked. There is also a difficulty with acquiescence in a learning 
disability population.
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2.4. Older Adults Placement
Placement Details
Dates: October 2006 -  March 2007
Setting: Community Mental Health Team for Older Adults and Inpatient
Psychiatric Ward for Older Adults based within a general hospital.
Summary of experience
Clinical work was conducted within the community at individual’s homes, 
residential care homes and was ward based within the general hospital. 
Individuals were referred from primary care. Work was undertaken on an 
individual basis. Clients had the following presenting difficulties: depression, 
anxiety, memory problems, challenging behaviour, communication difficulties, 
generalised anxiety, panic attacks, self-harm, physical disability, agoraphobia, 
bipolar disorder, psychosis and alzheimer’s dementia, vascular dementia, and 
frontal-temporal lobe dementia. The placement enabled experience of working 
with a multi-disciplinary team of psychiatrists, nurses, occupational therapists, 
social workers and day centre staff. Liaison with other agencies included inpatient 
facilities, residential care homes, voluntary agencies and G.Ps.
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Clinical skills
Assessment consisted of semi-structured interviews with psychometric measures 
(e.g. Hospital Anxiety and Depression Scale, Fear Questionnaire, Post Traumatic 
Stress Disorder Scale, Young’s Schema Questionnaire, Mini Mental State 
Examination, trust risk assessment). Neuropsychological assessment was 
undertaken using the Wechsler Adult Intelligence Scale III, Graded Naming Test, 
Repeatable Battery for Assessment o f Neuropsychological Status, Wechsler 
Memory Scale III, Hayling and Brixton, and the Wechsler Test o f Adult Reading. 
Indirect work was conducted with staff teams on this placement along with a 
reflective team approach in some couples work. The main model o f therapy used 
was a cognitive behavioural approach particularly schema focussed therapy. 
Aspects of dialectical behaviour therapy were also used along with mindfulness 
and a behavioural approach. Psychodynamic theory was once more used to inform 
formulations. Clinical work was conducted with a diversity of individuals in terms 
of socio-economic status, educational background and religious preference. All 
clients were o f white/British origin. Staff teams offered a diversity of ethnic 
backgrounds. I offered informal training to Alzheimer’s Society day centres on 
differing presentations of dementia. Whilst on placement I also contributed to the 
setting up of a memory clinic by evaluating existing assessment and treatment 
procedures and beginning the selection of a more appropriate package in line with 
the current evidence base.
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2.4.1. Case Report Summary: Older Adults
Title: A Neuropsychological Assessment to investigate a possible differential 
diagnosis for a 63 year old woman, currently diagnosed with Alzheimer's 
Disease.
Referral of Problem: A 63 year old, white, British woman was diagnosed with 
alzheimer’s disease two years ago. She was referred to the Older People Team by 
a Psychogeriatrician. There were concerns that her difficulties were less global 
than a usual alzheimer’s presentation. There were focal language difficulties with 
little impact on daily living skills. A neuropsychological assessment for a possible 
differential diagnosis with a suggestion o f semantic dementia was requested.
Presenting Problem: The initial clinical interview took place between myself, 
the client and her husband. The following strengths and difficulties were elicited:
Stren2ths and Difficulties
Strengths Difficulties
Socialising Initiating conversation
Driving Following the thread of conversation
Recognising people Conversing with background noise
Comprehension Quality and quantity verbal expression
Proof reading Reading slower
Noticing writing errors Writing
Cooking Spelling
Exercising at Gym More rigid
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History of Presenting Problem: There appeared to be a gradual onset of 
symptoms whilst the client was working and then there seemed to be a more acute 
decline after she retired three years ago. There were no significant life events 
around this time.
Personal History: The client is right handed. She has been married twice and has 
three sons, who have left home. She lives with her husband, a Musician. Medical 
records report that her father died of a heart attack. She said that her mother died 
o f cancer and she had anxiety and memory difficulties in her 60/70s. She has one 
older sister who has no memory difficulties.
Medical History: There were experiences of stress, anxiety and depression prior 
to the onset of current difficulties with no other previous psychiatric history. The 
client experienced migraines from the age of 8 with intermittent dizzy spells and 
no reported head trauma.
Previous Assessments: In previous assessments it was noted that the client 
appeared very anxious so it is not clear how accurate a reflection of her abilities is 
offered. She was administered the Mini Mental State Examination x 2 and the 
Repeatable Battery for Neuropsychological Screening x l. Results indicated 
moderate to severe generalised impairment.
Literature Review: Dementia is an acquired intellectual impairment resulting 
from brain dysfunction. There are difficulties in three or more of the following 
cognitive areas: Memory, language, perception, praxis, calculations, semantic 
knowledge, executive functions, personality or social behaviour and emotional 
awareness or expression. The evidence base was presented for alzheimer’s disease 
and semantic dementia.
Hypotheses: Through a combination of the evidence base, Jane’s symptoms and 
their history, current reported daily living skills and her previous level of abilities, 
it was hypothesised that Jane would have a neuropsychological profile consistent 
with semantic dementia.
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Rationale: A neuropsychological assessment was undertaken with the client over 
9 Sessions. This was planned to aid the building of rapport to target anxiety 
levels. In line with the evidence base regarding preserved and impaired abilities in 
alzheimer’s disease and frontal-temporal lobe dementia -  particularly semantic 
dementia, the following tests, which all have good reliability and validity were 
administered in the order presented: Mini Mental State Examination, The 
Repeatable Battery for the Assessment of Neurological Status, The Graded 
Naming Test, Wechsler Adult Intelligence Scale III, Wechsler Test of Adult 
Reading, Hayling and Brixton and the Wechsler Memory Scale. The Pyramids 
and Palm Trees assessment for semantic dementia was unable to be used as it was 
not available within the service.
Presentation: The client engaged well with assessment. She appeared motivated 
and was friendly. Speech was fluent and clear in sound but not always coherent in 
meaning. She would have some insight into her difficulties. There were a number 
of neuropsychological symptoms present:
Nominal Aphasia (finding appropriate words)
Confabulation (imagining experiences to compensate for loss o f memory) 
Perseveration (repetition of actions or thoughts)
Utilisation behaviours (difficulty resisting impulses to utilise objects) 
Distractibility 
Disinhibition 
Intrusion errors
Phonemic paraphrasias (mispronunciation, syllables out of sequence) 
Semantic paraphrasias (substitutions of inappropriate words)
Neologisms (new words)
Echolalia (repeating others)
Tangentiality (responding tangentially)
Jargon aphasie responses (replacing words with others associated with 
them in sound/meaning/letters)
• Circumlocations (speaking in a roundabout to recall word)
• Anomia (unable to remember the names o f things, people, places)
There was no associative agnosia or prosopagnosia.
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Findings: Findings were presented according to neuropsychological function as 
follows: Pre-morbid intellectual functioning, current intellectual functioning, 
processing speed, working memory, attention, language, visuo-spatial, memory 
and learning, modality specific memory, ability to encode, retain and retrieve, and 
executive functioning.
Discussion: It was hypothesised that the client would have a neuropsychological 
profile consistent with semantic dementia. Her cognitive profile and possible 
family history, do support a diagnosis of an early onset dementia however, she 
does not show the focal impairments that would be expected for semantic 
dementia. Discussion considers the evidence base to support the idea that the client 
has a presentation of stage II frontal-temporal lobe dementia.
Recommendations: These included: additional scanning suggestions, adaptation 
to medication reviews, risk assessment for driving, occupational therapy 
assessment of current daily living skills, ongoing support for adaptation to 
changing abilities, a support group to contact and changes to the way it was best to 
communicate with the client given her difficulties inhibiting unnecessary 
information.
Critique: I believe that the results answered the assessment questions and met the 
desired aims. The recommendations offered with regard to adapting 
communication style also appeared to facilitate some positive hope. I would have 
liked to have carried out a specific test for semantic dementia as stated in my 
rationale, however I believe that the other information gleaned from the 
assessment was sufficient to make this condition an unlikely diagnosis. I am also 
mindful that neuropsychological assessment offers a cognitive profile which can 
be mapped onto conditions but this alone is not a definite diagnosis.
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2.5. Forensic Placement
Placement Details
Dates: April 2007 -  October 2007
Setting: High Security Hospital and Medium Secure Unit.
Summary of experience
Clinical work was ward based within the inpatient facility of a high security 
hospital. The placement was split between neuropsychological assessments and 
forensic assessments and treatment of clients. Individuals were all involuntarily 
detained by the Criminal Justice System and the Mental Health Act 1983. Clients 
had the following presenting difficulties: sexual, relationship, emotional
regulation, anger and violence, substance misuse, fire-setting, voice hearing and 
delusions. Most clients presented with a dual diagnoses of both personality 
disorder (often psychopathy) and mental illness (often psychosis). The placement 
enabled experience of working with a multi-disciplinary team of psychiatrists, 
nurses, occupational therapists, social workers, neurophysiologists, art therapists, 
psychotherapists and security staff. Liaison with other agencies included medium 
secure units, prisons, police, probation and solicitors.
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Clinical skills
Assessment consisted of semi-structured interviews with psychometric measures 
(e.g. informed by (HCR-20 and PCL-SV), Beck Depression Inventory, Beck 
Anxiety Scale, Gudjonsson Suggestibility, Compliance and Acquiescence Scales, 
Trust substance misuse and arson assessment procedures. The Hilton 
Questionnaire, Inventory of Drinking Situations, Identifying Risk Situations for 
Alcohol and Drugs Risk of Sexual Violence Protocol, State Trait Anger Inventory, 
Violence Risk Appraisal Guide). Neuropsychological assessment was undertaken 
using: the Wechsler Adult Intelligence Scale III, Wechsler Memory Scale III, 
Wechsler Test of Adult Reading, Hayling and Brixton, Rey Complex Figure, 
Trail-making Test, Verbal Fluency Test, Revised Eyes Test, Modified Advanced 
Theory of Mind Test Behavioural Assessment of Dysexecutive Syndrome, 
Cognitive Estimations, Stroop Test, Speed of Comprehension and Language 
Processing, Test o f Memory Malingering. Indirect work was conducted with staff 
teams on this placement along with a reflective team approach in some family 
work. The main model o f therapy used was systemic with cognitive behavioural 
therapy. Psychodynamic theory was again used to inform formulations. Aspects 
o f dialectical behaviour therapy were also used along with mindfulness and a 
behavioural approach. Contact with the dialectical behavioural programme of 
treatment was attained along with the general group therapy services offering 
group work targeted to a forensic population. Understanding was gained of how 
Dangerous and Severe Personality Disorder Units function as therapeutic 
communities. Clinical work was conducted with a diversity o f individuals in 
terms of socio-economic status, educational background, religion and sexuality. 
Most clients were of white/British origin with one client being of Somalian origin 
and requiring an interpreter and another client being of Greek/Cypriot origin. Staff 
teams offered a diversity of ethnic backgrounds. I offered a presentation of my 
major research whilst on this placement and offered suggestions about how the 
clinical team can measure the illness representations of the clients that they work 
with. I attended training on: Breakaway techniques, first aid and multi agency 
public protection arrangements. I had the opportunity to visit other medium 
secure units and attend admissions panels meetings along with a mental health 
tribunal.
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3.0. RESEARCH DOSSIER
This section of the portfolio contains evidence of research work conducted 
throughout my three years of training, including a service related project 
undertaken whilst on the adult mental health placement, with proof of feedback 
of results to the service, the abstract from a group qualitative project, a major 
research project completed throughout the second and third years, and a checklist 
of research experience.
All names and other identifiable information have been removed or anonymised 
for purposes of confidentiality.
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3.1. Research Log Checklist
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R esearch  L og C heck list
1 Formulating and testing hypothèses and research questions /
2 Can-ying out a structured literature search using inform ation technology and 
literature search tools
3 Critically review ing relevant literature and evaluating research methods
4 Formulating specific research questions L
5 W riting b rief research proposals f K
6 W riting detailed research proposals/protocols l i
7 Considering issues related to ethical practice in research, including issues o f  
d iversity  and structuring plans accordingly
n  "
8 Obtaining approval from a research ethics com m ittee iiK
9 Obtaining appropriate supervision for research
1Ü Obtaining appropriate collaboration for research i f
11 C ollecting data from research participants y /
12 C hoosing appropriate design for research questions v /
13 W riting patient information and consent forms
14 D evising and adm inistering questionnaires
15 Negotiating access to study participants in applied N H S settings
16 Setting up a data file c /
17 Conducting statistical data analy sis using SPSS
18 C hoosing appropriate statistical analyses b;"''
19 Preparing quantitative data for analysis l /
20 C hoosing appropriate quantitativ e data analysis
21 Sum marising results in figures and tables
22 C onducting scmi-structurcd interviews
23 1 ranscribmg and analysing interview  data using qualitative m ethods
24 C hoosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analysis
26 Presenting research findings in a variety o f  contexts
27 Producing a written, report on a research project y
28 D elending ow n research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited  
book
y
30 Applying research findings to clinical practice l y
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3.2. Research 1; Service Related Research Project
Investigating Use of a Crisis Advisory Service within a 
Primary Care Mental Health Team
July 2005 
Year 1
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1.0. ABSTRACT
Use of a UK Crisis Advisory Service (CAS) within a Primary Care Mental Health 
Team (PCMHT) was investigated as a starting point for a service evaluation of their 
effectiveness with regard to the National Service Framework (NSF) for mental health 
services (Department of Health (DOH), 1999). Data were gathered retrospectively for 
a period of three months from a pre-existing referral log sheet used by the CAS. 
Results showed: frequency of use, who was referred, referrers and actions taken by the 
CAS. The service had initially required information on the type of referrals coming in 
and whether these were crisis, emergency or neither. They had then wished to 
examine if certain referrers made certain types of referral. However, as the CAS did 
not have definitions for these terms and data did not include reason for referral, this 
was not possible. The alternative was to split referrals into those that were 
immediately responded to and those that were not, this enabled some suggestion of 
how the CAS may have perceived the referral. It was found that of 805 referrals only 
11 A) (86) were responded to immediately which may be suggestive of a non-urgent 
element to the majority of referrals. The implications of this are discussed within the 
framework of the definitions of crisis and emergency and a replacement referral log 
sheet is suggested to the service to enable a more in-depth analysis of referral type.
2.0. ACKNOWT.EDGEMENTS
I would like to thank my university supervisor. Dr Nan Holmes for all her help and 
support during this work and extend my gratitude to the PCMHT for allowing me 
access to their data to enable this project to take place.
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3.0. INTRODUCTION
Standards three and four of the NSF (DOH, 1999) states that people with mental 
health problems, undergoing crises and emergencies, should receive early intervention 
for the safety of themselves and the public. Services should be accessible to clients 
24 hours a day, 365 days a year. To ensure these standards are being met with 
maximal effectiveness and minimal cost, continual evaluations of the use of crisis 
services need to occur.
Any investigation of a crisis service must first consider the terms crisis and 
emergency. Definitions are not presented in the NSF (DOH, 1999) and this makes 
evaluation difficult, as it cannot be guaranteed that the same definitions are being used 
across the NHS. An emergency to one mental health team may be a crisis to another 
and vice versa. A useful overview of the topic is given by Rosen (2005). He reports 
that ideas in literature centre upon the suggestion that crisis is; an upset in the person’s 
usual state that they seem unable to problem solve. Crisis is often used synonymously 
with emergency but literature suggests it is different (Szmuckler, 1987). Rosen 
(2005) explains that an emergency is a life-threatening situation demanding an 
immediate response and a crisis is not immediately life-threatening. He suggests the 
response to crisis should include all potential supports, which takes more time. A 
crisis and emergency can overlap. Kleespies, et al., (1999) state that a crisis often 
precipitates an emergency but is not sufficient to explain it. Although it may seem 
that ironing out these definitions is of little help to distressed clients, this is not the 
case. More appropriate referrals and responses will come from clear cut 
understanding of presentation. Crises are often responded to as if they are 
emergencies and emergencies as if they are a crises which wastes resources and leads 
to inappropriate care (Callahan, 1994).
Appropriateness of referral will depend upon the aim of the service and whether it is 
targeted at crisis, emergency or both. Next an intervention must be decided. Rosen
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(2005) suggests that if the action needed is what he terms a secondary intervention 
(immediate or short-term to reduce the risk of relapse) then it is appropriate for mental 
health crisis work. However, in reality, due to a lack of understanding of the terms 
crisis and emergency many primary interventions (self-help and advice) take place by 
crisis services for people without a mental illness that are experiencing upset in their 
daily lives. Without operationalising the two terms in a standardised way it is 
impossible to see if a presenting case is appropriate. In a review, Lewis & Roberts 
(2001) highlight a lack of empirically based assessment tools and suggest that without 
these it is not feasible to expect assessors to tell the appropriateness of referral. 
However, before more tools can be developed the operationalisation of the terms has 
to occur.
At present the only determinant of appropriateness of referral seems to be a 
retrospective process with the intervention decision defining the nature of the 
presentation. If immediate intervention occurs it is likely the health professionals saw 
it as an emergency, although in reality it could also be a crisis. If it is a short-term 
intervention, it is likely to have been interpreted as a crisis not an emergency and if 
the intervention is long-term then it is neither. Rosen (2005) suggests that crisis 
intervention is appropriate for those with acute mental illness to promote their 
recovery and for people with severe and enduring mental health problems when it 
deals only with their crisis or emergency and does not treat their long-term condition. 
The ^Mental Health Implementation Policy/ (DOH, 2001; p. 11) outlines that crisis 
resolution is not appropriate for those with: mild anxiety disorders, primary diagnosis 
of alcohol or other substance misuse, brain damage or other organic disorders 
including dementia, learning disabilities, exclusive diagnosis of personality disorder, 
recent history of self harm but not suffering from any psychotic illness or severe 
depressive illness, crisis related solely to relationship issues. This is only a guide and 
services must be tailored to local needs which in reality may mean that many services 
do have to deal with calls from people falling within these groups.
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Such lack of clarity over definitions and appropriateness of referral can make it hard 
for crisis services to effectively meet government standards. Geller, et al., (1995) 
undertook a survey of such services in the U.S. and found that few collect evaluative 
data to enable effectiveness to be audited. Tacchi, et.al., (2003) evaluated an 
emergency response service for a UK PCMHT that received 167 referrals over 6 
months. The majority of referrals were for females (66%). Only 31% of referrals 
were currently known to services. Out of the 126 assessments^ 14 were referred back 
to their GP without any further specialist mental health input, 52 were referred back to 
the Community Mental Health Team, 25 were referred to psychiatric outpatient clinics 
and specialist services and 21 were admitted as inpatients.
3.1. Current investigation
Similar to the evaluation conducted by Tachhi et al., (2003) an investigation was 
conducted on the use of a CAS in South-East England provided by a PCMHT. The 
service was run by qualified psychiatric nurses between the hours of 9-5pm on 
weekdays, for people in crisis. There was no operational policy to guide what an 
appropriate referral was and decisions were based upon clinical judgement.
The service provider required information to evaluate the effectiveness of the service 
in terms of NSF standards (DOH, 1999). The aim of the investigation was to measure 
current levels of use and the types of referral (crisis, emergency or neither). The 
PCMHT also wanted to know if any of the referrers were regularly using the service 
inappropriately (i.e. not for crisis or emergency).
 ^ The total outcomes do not add up to 126 as there were more assessments than individuals being 
assessed, due to multiple referrals.
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The objectives were to investigate:
1. Who was referred
2. Frequency of use
3. Referrers
4. Types of referral (emergency, crisis or neither)
5. Actions taken by the CAS
6. Whether there were any associations between type of referral and referrer
4.0. METHOD
A glossary o f  service abbreviations is given in Appendix A
A referral log sheet set up by CAS (Appendix B) to record every referral in writing 
was used to gather retrospective data from the period of 22/11/04 to 28/02/05. 
Information used included: Date, gender (decided from client name), source of 
referral, whether the client was known to mental health services, whether known 
referrals had a Care-Coordinator, and the action taken on the referral.
The amount of entries on the forms were used to determine the number of referrals 
and a coding system was devised (Appendix C) to enable analysis using the Statistical 
Package from the Social Sciences (SPSS, version 12). A reliability check of the 
researcher’s coding decisions was conducted. An Assistant Psychologist was given 
two raw data forms covering 20 referrals to enter into SPSS using the coding system. 
Her codings matched the researcher’s coding decisions exactly on every item, thus 
giving 100% agreement. Descriptive statistics took the form of frequencies and 
associations were investigated using Pearson’s Chi-Square test.
The aim had been to split referrals into emergencies and crises using Rosen’s (2005) 
based on presenting issues, but as the reason for referral was not recorded on the log 
sheet this was not possible. The action taken by the CAS gave some indication of
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how the referral was perceived. The most clear cut split of the data to enable some 
analysis of associations was into immediate and non-immediate response with 
immediate responses being those most likely to be viewed as an emergency or a crisis. 
The coding of actions into immediate and non-immediate is shown in Appendix C.
The investigation was viewed as an audit so did not need to undergo any ethics 
procedures {Appendix D).
5.0. RESULTS
5.1. Who was referred?
A total of 379 individuals were referred to the CAS. Of these, 43% (163) were male 
55% (208) were female and 2% (8) were unrecorded. There were a total of 54% (205) 
new referrals and 46% (174) known referrals. Of those known to the service 84% 
(317) had a Care Co-ordinator.
5.2. Frequency of use
(Figures stated now relate to number o f referrals, not number o f  individual clients 
presenting to the CAS).
During the period 22/11/04-28/2/05 CAS received 805 referrals which included 
repeated presentations of the same clients as shown in table 1 (p. 135). There were an 
average of 11 referrals per day.
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Table 1. Frequency o f Referral for Individual Clients
Number of Clients Number of Referrals
(n=379) (n=805)
342 1-5
17 6-10
7 11-20
2 21-25
5.3. Referrers (table 2)
21% of referrals came from the clients themselves and 18% came from their GP. A 
large proportion (41%) of referrals came from other services set up to deal with a 
crisis or emergency and 12% came from relatives or non-health professionals.
5.4. Types of referral^ (table 2)
11% of the actions taken were given immediate responses and 63% were non- 
immediate responses. 17% of referrals were for information only, to wam the CAS of 
potential presentations. The remainder was missing data.
5.5. Actions taken by the CAS (table 3)
A total of 16% of calls were explicitly given advice and support by CAS and 16% 
were referred directly back to their Care Co-ordinator. The PCMHT had 12% (of 
referrals being re-directed to them and the GP had 6%. There were 11% of clients 
who were given follow-up calls by the CAS to check on their well-being. Medication 
was arranged by the CAS team for 4% of referrals. The remaining referrals were 
forwarded on to other agencies.
2
As outlined in the method section this question was impossible to answer with the retrospective data 
so investigation was made into immediacy o f  response from  the CAS.
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Table 2. Referrers to the CAS
Referrer Frequency Percentage
Self 171 21.2
GP 146 18.1
EDT 86 10.7
A&E 78 9.7
Relative 71 8.8
CH 63 7.8
PCMHT 49 6.0
Other Private Organisation 29 3.6
Other Non-Health Professional 26 3.2
PW 24 3.0
CATT 13 1.6
Police 9 1.1
HA 8 1.0
ASW 7 0.9
Other Health professional 7 0.9
SS 5 0.7
CNS 2 0.3
Probation 2 0.3
CAMHS 1 0.1
Not recorded 8 1.0
Total 805 100
Referrers in bold are other services set up to deal with crisis and emergency
Key, tables 2, 3,4: A&E = Accident and Emergency, ASW = Approved Social Worker, CAMHS = 
Child and Adolescent Service, CAS = Crisis Advisory Service, CATT = Crisis Assessment and 
Treatment Team, CC = Care Co-ordinator, CD AT = Community Drug and Alcohol Team, CH = Crisis 
House, CNS = Continuing Needs Service, CPN = Community Psychiatric Nurse, EDT = Emergency 
Duty Team, ES = Elderly Service, GP = General Practitioner, HA = Housing Association, LDS = 
Learning Disability Service, PCMHT = Primary Care Health Team, PW = Psychiatric Ward, SS = 
Social Services.
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Table 3. Types of Referral and Action Taken by the CAS
Action Frequency % Total Referrals
Immediate Responses
Medication Arranged 35 4.3
Refer to CATT 16 2.0
Refer to A&E 9 1.1
Refer to CH 7 0.9
Refer to ASW 7 0.9
Voluntary Hospital Admission 5 0.7
Refer to Police 4 0.4
Client Mental Health Act Section 2 0.2
Refer to EDT 1 0.2
S ub to tal 86 10.7
Non-immediate Responses
Advice and Support 131 16.2
Refer to CC 125 15.5
Refer to PCMHT 97 12.0
CAS Telephone follow up 86 10.6
Refer to GP 49 5.8
Refer to CD AT 9 1.1
Refer to HA 5 0.7
Refer to SS 3 0.4
Refer to CAMHS 3 0.4
Refer to CNS 2 0.2
Refer to ES 1 0.2
Refer to LDS 1 0.2
S ub to ta l 512 63.3
Information from other services regarding clients 140 17.4
Not recorded 67 8.6
Total 805 100
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5.6. Associations between type of referral and referrer ^
The significant association between referrers and immediacy of response are shown 
below in table 4, along with the proportion of immediate responses from the 
respective referrer compared to all other referrers. Associations were checked with 
self and relative referrals but no relationships were found.
Table 4. Relationships between Referrer and Immediacy o f Response
Referrer
GP
PCMHT
Crisis/Emergency 
Services (EDT, 
CATT, A&E, CH, 
Police, ASW)
% referrals % referrals given
given immediate immediate responses 
responses from all other referrers
3.7 1
4.0 1
6.2 1
0.05
0.05
0.013
16.3
21
7
10.4
11
14
DISCUSSION
Results were able to answer the service provider’s questions about: frequency of use, 
who was referred, referrers and actions taken by the CAS. However, the proportion of 
referrals that were crisis, emergency or neither and any associations this had with 
referrer, were not able to be directly addressed. The findings and their implications 
are discussed below.
The CAS appeared to be used much more frequently than the service investigated by 
Tachhi et al., (2003). Both investigations found a majority of referrals for people not 
known to mental health services. This could indicate a lack of information for 
referrers about appropriate, non-crisis pathways to care and may indicate that crisis 
services are being used as a gateway to other services, rather than for emergencies or 
crises. Similar to Tachhi et al., (2003) CAS also had more referrals for females.
As outlined in the method section this question was impossible to answer with the retrospective data 
so investigation was made into immediacy o f  response from the CAS.
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Drawing conclusions from such comparisons is difficult as these services are not 
based on any standardised aims and objectives or definitions of crisis and emergency.
Definition of terms was not the only difficulty in this investigation. Although there 
was a great breadth of data collected by the CAS there was not enough depth. A high 
proportion of referrals to the CAS had a Care Co-ordinator but it was not clear if the 
CAS was being contacted because the referrer could not reach their Care Co­
ordinator, or they had not tried to. It was also impossible to see if giving advice and 
support pertained to an emergency or crisis as the content was not recorded. It is more 
likely that the recorded advice pertained to a primary intervention directing someone 
to self-help and it is also likely that all referrals involved some form of support and 
advice. Similarly, when referrals were made back to the Care Co-ordinator and other 
services, as most of them were, it was not clear if the referrer had to contact the 
services directly or whether the CAS did this for them, which may also help to 
understand how the CAS perceived the referral.
The referrals coming into the CAS were defined as immediate or non-immediate 
based upon the action taken. This was by no means an ideal way to approach the 
question as the category decisions were arbitrary, but this was the only way within the 
limitations of data. Overall it appeared that referrals were not dealt with immediately 
which, if  emergencies are seen to need an immediate response (Rosen, 2005), may 
show that the service was not used for emergencies very much. This was similar to 
the responses in the work of Tachhi et al., (2003) which could suggest other crisis 
services have referrers who are not clear about what is an appropriate or non- 
appropriate referral. The non-immediate responses may have been able to be defined 
as crisis but this was not clear from the data available. There was also no way of 
understanding if  emergencies were treated as crises or vice versa (Callahan, 1994) or 
if the terms were seen as synonymous (Szmuckler, 1987). It is not evident if  crises 
were not acted upon appropriately and were then precipitated into an emergency as 
can happen (Kleespies et al., 1999). This may have been the case for clients referred 
on multiple occasions, as many were.
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Fewer PCMHT referrals were given a non-immediate response than other referrers 
which could indicate that the PCMHT has a little more understanding than other 
referrers of when to use the service as do GPs. It also appears that referrals coming in 
from what may be considered emergency services (EDT, CATT, A&E, CH, Police 
and ASW) were given even more non-immediate responses than other referrers. It 
may be that a client has experienced an emergency but is now over the worst so is 
being referred back to the CAS. These ideas are only suggestive and cannot be 
investigated fully with the current data collection methods.
6.1. Future actions for the service
The NSF standards (DOH, 1999) suggest how people with mental health issues need 
to be responded to, however it is not clear from data if the people being referred are 
actually in crisis or emergency. There was no written policy for the service on what 
an appropriate referral should be and decisions were based upon clinical judgement, 
which is not measurable in terms of NSF standards. As Geller et al., (1995) highlight, 
few services in the US collect evaluative data to allow effectiveness to be audited and 
it may be that the UK is no different. Before effectiveness can be established there 
needs to be standardisation and tools to help crisis workers distinguish between 
referrals (Lewis & Roberts, 2001). This requires a much wider research base than 
currently exists.
At a more localised level, for CAS, a starting point would be to decide upon some 
standard definitions for crisis and emergency such as those suggested by Rosen 
(2005). Once the service decide how to take the definitions forward they need to 
develop a way of recording referrals that would make auditing ‘effectiveness’ far 
easier. This could be informed by the guidelines of the 'Mental Health 
Implementation Policy’ (DOH, 2001) which suggests situations where crisis 
resolution is not appropriate along with Rosen’s (2005) ideas about promoting 
recovery in acute mental illness and responding only to the crisis or emergency in
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chronic clients. When the service is clear on what makes an appropriate referral, they 
can go on to develop an education programme for referrers.
As a result of these ideas and the difficulties encountered in this investigation, a new 
referral log sheet has been suggested to the service (Appendix E). Future 
investigations need to be conducted on other UK crisis services to understand what 
definitions of the terms are being used. Results may eventually lead to standardised 
definitions being outlined in the NSF standards. This is the only way to ensure that 
the effectiveness of a service to meet government standards is being measured in a 
valid and reliable way.
Tracy King Research Dossier: Research 1 Service Related Research Project 142
7.0. REFERENCES
Callahan, J. (1994). Defining crisis and emergency. Crisis, 15, 164-171.
Department of Health. (1999). Modem Standards and Service Models Mental Health 
National Service Frameworks. Retrieved 5* February 2005 from the World Wide 
Web:
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicv 
AndGuidance/PublicationsPolicvAndGuidanceArticle/fs/en?CONTENT ID=400 
9598&chk=i m AMLk
Department of Health. (2001). Mental Health Implementation Policy. Retrieved 5^  ^
Febmary 2005 from the World Wide Web:
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicv 
AndGuidance/PublicationsPolicvAndGuidanceArticle/fs/en?CONTENT ID=400 
9350&chk=THUXgd
Geller, J.L., Fisher, W.H., & McDermeit., M. (1995). A national survey of mobile 
crisis services and their evaluation. Psychiatric Services, 46, 893-897.
Kleespies, P., Deleppo, J., Gallagher, P., & Niles, B. (1999). Managing suicidal 
emergencies: Recommendations for the practitioner. Professional Psychology: 
Research and Practice, 30, 454-463.
Lewis, S., & Roberts, A.R. (2001). Crisis assessment tools: The good, the bad, and 
the available. Brief Treatment and Crisis Intervention, 1, 17-28.
Rosen, A. (2005). Crisis management in the community. Retrieved 18^  ^ February 
2005 from the World Wide Web:
http://www.mia.com.au/public/mental health/articles/rosen/rosen.html
Szmuckler, G. (1987). The place of crisis intervention in psychiatry. Australia & 
New Zealand Journal o f  Psychiatry, 21, 24-34.
Tacchi, M. J., Joseph, S., & Scott, J. (2003). Evaluation of an emergency response 
service. Psychiatric Bulletin, 27, 130-133.
Tracy King Research Dossier: Research 1 Service Related Research Project 143
8.0. APPENDICES
Appendix A - Glossary of Services
Abbreviation Definition
A& E Accident and Emergency
ASW Approved Social Worker -  Can section under 
Mental Health Act
CAMHS Child and Adolescent Mental Health Service
CAS Crisis Advisory Service
CATT Crisis Assessment and Treatment Team
CC Care Co-ordinator
CDAT Community Drug and Alcohol Team
CH Crisis House
CNS Continuing Needs Service
CPN Community Psychiatric Nurse
EDT Emergency Duty Team -  based in Social 
Services
ES Elderly Service
GP General Practitioner
HA Housing Association
LDS Learning Disability Service
PCMHT Primary Care Mental Health Team
SS Social Services
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Appendix B -  Crisis Advisory Log sheet
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Appendix C -  Data Coding 
Referral Source
0 = Crisis House
1 = General Practitioner
2 = Private Organisation
3 = Probation
4 = Accident & Emergency
5 = Relative
6 = Other non-professional
7 = S elf
8 = Hospital -  psychiatric ward
9 = Police
10 = Primary Care Mental Health Team 
1 1 =  Approved Social Worker
12 = Crisis Assessment and Treatment Team
13 = Other Health Professional
14 = Emergency Duty Team
15 = Care Co-ordinator
16 = Social Services
17 = Continuing Needs Service
18 = Child and Adolescent Mental Health Service 
20 = Not recorded
NB: For the purpose of referrer analysis category 15 -  Care Co-ordinator was merged 
with category 10 -  Primary Care Mental Health Team as Care Co-ordinator’s were 
based within this team
Status of Referral
0 =New
1 = Known
2 = Not recorded
Does the client have a Care Co-ordinator
0 = No
1 = Yes
2 = Not recorded 
Gender
0 = Male
1 = Femal
2 = Not recorded
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Action
0 = Outpatient Appointment
1 = Refer to Housing
2 = Refer to Care Co-ordinator
3 = Refer to Psychiatrist
4 = Refer to General Practitioner
5 = Refer to Community Psychiatric Nurse
6 = Refer to Crisis House
7 = Refer to Accident & Emergency
8 = Refer to Community Drug and Alcohol Team
9 = Out of Hours Number Given
10 = Refer to Psychology
11= Crisis Advisory Service Telephone Follow-up
12 = Information only
13 = Refer to Child and Adolescent Mental Health Service
14 = Client Mental Health Act Section
15 = Advice and Support given by Crisis Advisory Service
16 = Refer to Approved Social Worker
17 = Refer to Crisis Assessment and Treatment Team
18 = Refer to Primary Care Mental Health Team
19 = Medication Arranged
20 = Refer to Elderly Service
21 = Refer to Learning Disability Service
22 = Refer to Continuing Needs Service
23 = Voluntary Hospital Admission
24 = Refer to Police
25 = Refer to Emergency Duty Team
26 = Not recorded
NB: Due to low numbers 0, 2, 3, 5 and 10 were merged into category 18 -  Primary 
Care Mental Health Trust as they were health professionals within this service and 
outpatient appointments were with these people. Additionally, category 9 was merged 
with 15 - Advice and Support given by the CAS due to low numbers.
Timing of Response of Action
0 = Non-immediate
1 = Immediate
2 = Not recorded
The immediate category was made up of all the services that were set up to give an 
emergency or crisis type response: 6 -  Crisis House, 7- Accident & Emergency, 14 -  
Client Mental Health Act Section, 16 = Approved Social Worker for potential Section, 
17 = Crisis Assessment and Treatment Team, 19 = Medication Arranged, 23 = 
Voluntary Hospital Admission, 24 = Police, 25 = Emergency Duty Team.
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Appendix D -  Ethical Approval
University o f Surrey
P S V C H l) C L IN IC A L  PSY CH OLO GY
Service Related Research Project 
Ethical Scrutiny Form
The nature of the proposed project is such that I am satisfied that it will not require scrutiny 
by the trust’s ethical committee.
Name of Field/Placement Supervisor;.....
Signature of Field/Placement Supervisor;
Name of Trainee;....
Title of SRRP:.— ............
..........
, , .     ...........................................................
Date;
hllpi7/<»itlook20IJ3.suircy,ac ul'«chaiii!e'p»iii2uii/Iii(«ii.'RK: SRRP Ellita Form tMl/SRKP Frhio. F.irm.iioo'CS8i;A2«C-ISCO-U'i;-')AK2-OJ6K').lDOAri)3/SRRI' P jhics
Form duc'^aitadi I
Tracy King Research Dossier: Research 1 Service Related Research Project 148
Appendix E - Suggested New Crisis Advisory Log Sheet
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3.3.1. Presentation to Service
Dear Sir/Madam
Re; ‘Investigating Usage of a Crisis Advisory Service in a 
Primarv Care Mental Health Trust'
Author: i a n S H S P n  Psychology Trainee
I am writing to confirm that has conducted the above project
whilst on placement within the Primary Care Mental Health Team.
As the project was an audit of existing information currently collated by the 
mental health service ethical approval was not required. The report will be 
presented to the Primary Care Mental Health Team on the S'” July 2005.
I have had the opportunity to view the report, it is informative, gives clarity to 
an area that needed to be audited within the Mental Health Service and will 
aid/guide our review of the Crisis Service Provision. It was a worthwhile 
project conducted in an appropriate, professional manner and without doubt 
the findings will support this localities development.
Yours sincerely.
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Dear Sir/Mad am,
Re:
^Primary Care Mental Health Team: Community placement 2005
I write to confirm that whilst on placement within Primary Care
Mental Health Team, presented “Investigating Use of a Crisis Advisory
Service with a Primary'Care Mental Health Team". The presentation was 
conducted in August 2005, it was made to all Clincians within the team and 
was well received by all. # #  showed that she had researched the topic 
extensively and was able to summarise and communicate the findings in a 
very appropriate manner.
Yours sincerely.
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INVESTIGATING USE OF A 
CRISIS ADVISORY SERVICE 
WITHIN A PRIMARY CARE 
MENTAL 
HEALTH TEAM
NSF STANDARDS
S tandards  th ree  and  four of the NSF (DOH, 
1939) s ta te s  that people  with m ental health  
problem s, undergoing c rises and  em erg en cies , 
should receive early intervention for the  safety  of 
them selves and  the public. Serv ices should be 
access ib le  to clients 24 hours a day, 365 days a 
year. To en su re  th e se  s ta n d a rd s  a re  being met 
with maxim al effectiveness and  minimal cost, 
continual evaluations of th e  u se  of crisis se rv ices 
need  to occur.
WHAT IS A CRISIS?
■ I g ' S S S S I s s S S s S i S u
■ i:pwi la V.t i  liua! r.3:4 *iiey seini unsl;!*) y
APPROPRIATENESS OF 
REFERRAL
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GUIDELINES TO 
APPROPRIATENESS OTHER CAS SERVICES
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reftrrais over 6 months The maicrity of refer ais na.'e for fe.males 
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of the 12c assessm en ts 1 la  v.ere refe.neo tack to their C P  vnthoul 
any further specialist mental .health Input 5:  were refcrros tack  ta 
tr.e Ccmmun.ty Mental Health Team. ?c were retc-rret to psychatnc  
cutpatient c in ics a.nd spadaiist services and : t  v/ere adrnitled as
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AIMS & OBJECTIVES
The a m  o f the investigation w as to m easure cj»reni levels of u se  
anO the types c f  referrat (crisis, einergerc^- or neitnerV 
a lso  w anted to know if any of tne  rcfcrrers w ere reguiariy using tns 
service mappropnately (i.e. not for cn sis  or em ergency).
The o b le c t lv c s  w ore to  in v estig a te:
• Who v/as Inferred
• Frequency of use
• R eferrers
• Typ es of referral (em ergency, crisis or neTher)
• Actions taken t y  the CAS
• VViielner there w ere any a ssccia iion s fcelw een type o f referral and
HOW WAS IT DONE?
A referral leg  sh ee t se t  uo  by CAS to rscord every referral in writing 
ABS u sed  ic gather rotroipactive data ficm  the p ^ io d  of 2 2 /1 1 ’0 ‘i 
(dale  serv ices  m erged) to 2S/02'G5
The aim had t e e n  to split rcforrais into em ergen c ies  and crises 
using n c s e n  s  t2005 ) b a sed  on presanllng issu es , b e t a s  the reason  
for referral w as net recorded on tne log sh ee t  this w as not possibie. 
Tr.e acticr. taken by th e  C A3 ga v e  s o n s  indication of now  the 
referral w as perceived.
The m ost clear cut split c f  tne data to enable  se m e  analj-sis cf  
associations w as into im m ediate ano  ncn-irr^med:ate r esp on se  with 
im m ediate r esp o n se s being those  m ost likely to bo v iew ed a s  an 
em ergT hcvcr a crisis.
Who and How Often?
A  t o t a l  o f  3 7 9  in d iv i d u a ls  w e r e  r e f e r r e d  to  t h e  C A S . O f  
t h e s e .  4 3 %  ( 1 6 3 )  w e r e  m a le  5 5 %  ( 2 0 8 )  w e r e  f e m a l e  a n d  
2 %  ( 3 )  w e r e  u n r e c o r d e d .  T h e r e  ’w e r e  a  t o t a l  o f  5 4 %  
( 2 0 5 )  n e '.v  r e f e r r a l s  a n d  4 6 %  ( 1 7 4 )  k n o w n  r e f e r r a l s ,  O f  
t h o s e  k n o v /n  t o  t h e  s e r v i c e  3 4 %  ( 3 1 7 )  h a d  a  C a r e  C o ­
o r d in a t o r .
(Figures stated nov/relate to number o f referrals, not 
number of Individual clients presenting )
D u r in g  t h e  p e r io d  2 2 /1 1 , '0 4 - 2 3 . '2 /0 5  C A S  r e c e i v e d  8 0 5  
r e f e r r a l s  w h ic h  in c lu d e d  r e p e a t e d  p r e s e n t a t i o n s  o f  t h e  
s a m e  c l i e n t s .  T h e r e  w e r e  a n  a v e r a g e  o f  11 r e f e r r a l s  p e r  
d a y .
Referrers and Types of Referral
• 21%  of re fe rra ls  c a m e  from  th e  c lien ts 
th e m se lv e s  a n d  18%  c a m e  from th eir G P . A 
larg e  p roportion  4 1 %  of referra ls  c a m e  from 
o th e r  s e rv ic e s  s e t  up  to  d e a l with a  crisis  or 
e m e rg e n c y  an d  12%  c a m e  from  rela tiv es  or 
n o n -h ea lth  p ro fess io n a ls.
• 11%  of th e  ac tio n s  tak en  w e re  g iven im m edia te  
r e s p o n s e s  an d  63%  w e re  n o n -im m ed ia te  
r e s p o n s e s .  17%  of refe rra ls  w e re  for inform ation 
only, to  w arn  th e  CA S of p o ten tial p rese n ta tio n s . 
T h e  rem a in d e r  w a s  m issing  d a ta .
ACTIONS TAKEN BY THE CAS
• A to tal of 16%  of calls  w e re  explicitly g iven  
ad v ice  a n d  s u p p o rt by C A S a n d  15%  w ere  
re fe rred  directly  b ack  to  th e ir  C a re  C o-ord ina to r. 
T he  PC M H T h ad  12%  of re fe rra ls  be ing  r e ­
d irec ted  to them  a n d  th e  G P  h a d  6% . T h ere  
w ere  11%  of c lien ts  w ho w ere  g iven  follow-up 
calls  by  th e  CA S to  c h e c k  on  th eir w ell-being. 
M edication  w a s  a rra n g e d  fay th e  CA S te a m  for 
4% of re fe rra ls . T h e  rem ain ing  re fe rra ls  w ere 
fo rw arded  on  to  o th er a g e n c ie s .
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ASSOCIATIONS BETWEEN 
REFERRER AND 
APPROPRIATENESS
Some associations between referrers and 
immediacy of response were found -  G.P, 
PCMHT. Other Emergency Services
Associations were checked with self and 
relative referrals but no relationships were 
found.
CAS IN CONTEXT
DIFFICULTIES WITH 
INVESTIGATION
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BEYOND CAS
Future investigations need to be 
conducted on other UK crisis services to 
understand what definitions of the terms 
are being used. Results may eventually 
lead to standardised definitions being 
outlined in the NSF standards. This is the 
only way to ensure that the effectiveness 
of a service to meet government standards 
is being measured in a valid and reliable 
way.
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3.3 Research 2; Qualitative Research Project 
Abstract May 2006
Title: The Beliefs, Thoughts and Experiences o f  Believers o f  the Paranormal: An  
Interpretative Phenomenological Analysis.
Aim: To explore ‘believers’ experiences of the paranormal through their thoughts, 
beliefs, interpretations and personal paranormal encounters. Further the researchers 
wondered how participants’ beliefs in the paranormal had developed and what 
function(s) did their beliefs serve for them?
Design: Focus group (consisting of four participants), which lasted approximately 
one and a half hours.
Participants: To access ‘believers’ in the paranormal, participants were recruited via 
a local psychic circle.
Analytic procedure: The focus group was transcribed and analysed using IPA. IPA 
was chosen because it is a method that aims to understand individual subjective 
accounts of experiences, and to explore the ways in which those experiences are 
meaningful.
Results: Following the analysis the researchers identified three main themes.
1. Interpretation of paranormal experiences - the stories participants told and their 
interpretations of their experiences seemed to support their beliefs about whether 
paranormal phenomena was part of normal reality or not.
2. Belief development and maintenance -  beliefs in the paranormal appeared to be 
developed and maintained through storytelling. Shared storytelling was an example
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of social learning and had the function of validating/providing support for individuals’ 
beliefs in the paranormal.
3. Functions of believing -  all participants agreed that they gained something positive 
from their experiences/beliefs, including comfort, reassurance surrounding death and 
communication/messages obtained through their paranormal experiences.
Conclusion; Despite the small sample size the study succeeded in obtaining an in- 
depth exploration of the beliefs and experiences of a homogenous group of believers 
in the paranormal. The research helped us to illuminate some of the ways in which 
paranormal beliefs are shared and transmitted between members of social groups, and 
has highlighted the importance of such processes in enhancing a sense of group 
cohesion and belonging. The research was also innovative in using focus groups and 
IPA simultaneously. By using focus groups the research was able to draw out the 
social factors in paranormal beliefs.
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3.4. Research 3: Major Research Project
Illness Representations and the Attachment related 
dimensions of anxiety and avoidance for individuals with 
Personality Disorder: An exploratory study.
July 2007 
Year 3
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1.0. ABSTRACT
Background: There have not been any previous investigations into the illness 
models of individuals with the traditionally difficult to engage presentation of 
personality disorder (PD). Within physical illness there is an evidence base 
supporting the use of the Self Regulatory Model (SRM) as a framework for 
explaining treatment adherence. PD develops from difficulties within a person’s 
childhood and is intertwined with the way that they make attachments to 
significant others. This contributes to self and other perception and also has an 
impact on how they understand what is happening to them and the responses they 
have to treatment. This study aimed to describe the attachment styles, subtype and 
severity o f PD of the sample group and investigate whether the SRM can be used 
to understand how people made sense of their experience of having PD.
Methods: A sample of 13 clients on the waiting list for entry into a Therapeutic 
Community for the treatment of PD, completed measures to assess their 
personality and their attachment related dimensions of anxiety and avoidance. O f 
these, 6 participated in a semi-structured interview exploring their experience o f 
PD. Interpretative Phenomenological Analysis was used to analyse verbatim 
interview transcripts.
Results: Participants were classified as having severe PD. There was a level of 
attachment insecurity for the group higher than the general population norm. 
Participants made sense of their PD through the identity that they gave to their 
difficulties and the identity that they gave to their self. These identities appeared 
to be being maintained by incoherent narratives and an external locus of control.
Conclusion: The SRM highlighted areas in which illness representations for the 
PD population in this study may differ from previously researched mental illness. 
Such difference may be linked to the condition’s link with insecure attachment. 
Findings suggested that any illness representation o f PD has to also consider the 
impact upon sense o f self that a non-optimal attachment environment may have 
and how this may impact upon both locus of control and coherence of narrative. 
Findings also highlighted the importance of psychoeducation as a building block to 
more in-depth work.
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2.0 INTRODUCTION
There have not been any previous investigations into the illness models (how a 
condition makes sense to a person) for individuals with the traditionally difficult to 
engage presentation of personality disorder (PD). Although there are agreed 
systems on how to identify PD, there is little consensus about how to capture the 
experiences o f those diagnosed with PD (Moran, 2002). These individuals often 
use maladaptive coping strategies and have a tendency to re-present to services yet 
not comply with treatment. Research has shown that PD is a predictor of the 
‘revolving door syndrome’ (Saarento et al., 1998) which is costly to the NHS 
(Rendu et al., 2002).
Lobban et al., (2003) refer to the importance of reducing stigma in mental illness 
and the NHS Personality Disorder Framework (Eastern Specialised Mental Health 
Commissioning Group; ESMHCG, 2005) suggests that PD carries the greatest 
stigma of all mental illness where people can feel labelled with the diagnosis. The 
framework details that many professionals do not understand PD, do not explicitly 
share the diagnosis with clients and equate it with untreatability.
PD is felt to have its origins in childhood and is diagnosed in adulthood, when 
patterns o f behaviours have become ingrained personality characteristics (National 
Institute for Mental Health in England: NIMHE, 2003). In this way it is a chronic 
condition. People with PD are more likely to experience substance misuse 
difficulties and adverse life events in terms o f housing difficulties, long-term 
unemployment and relationship problems (Moran, 2002).
2.1. Personality Disorder
Two main typological systems are used to classify PD. The ICD-10 (World 
Health Organisation; WHO, 1992) and the DSMIV (American Psychiatric 
Association; APA, 1994). The typologies differ but the description of PD has 
similarities and sees the condition as being deeply ingrained inflexible patterns o f 
behaviour that are detrimental to self or others and have been present for a long 
time.
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Within the ICD-10 there are nine categories of PD and within AXIS II (PDs and 
Mental Retardation) of the DSM-IV there are ten. Discrimination between 
classifications is difficult as people often belong to more than one subtype o f PD. 
The DSM-IV offers some solution to this with a clustering system (NIMHE,
2003).
Within the DSM IV (APA, 1994) subtypes are clustered into three groups (Sub- 
types - Appendix A):
1. Cluster A -  Odd and eccentric (paranoid, schizoid and schizotypal).
2. Cluster B -  Dramatic, emotional or erratic (antisocial, borderline, histrionic 
and narcissistic).
3. Cluster C -  Anxious or fearful (avoidant, dependent and obsessive- 
compulsive).
Those with a Cluster B PD tend to attract the most attention within services as they 
have frequent episodes of crisis linked with poor impulse control. They can 
threaten to self-harm, commit suicide or harm others (Moran, 2002). People with 
Borderline PD have not developed a coherent sense of self to know what their 
values and likes and dislikes are (Davison & Neale, 2001) which may lead to 
ambivalent behaviours such as cycles of engaging and disengaging with services. 
People are described as having severe PD if  they have multiple diagnoses of 
different subtypes (Dolan, et al, 1995; Tyrer and Johnson, 1996). Multiple 
diagnoses are common but it is not clear whether this is to do with diagnostic 
systems not offering discrete categories (Moran, 2002).
PD often presents co-morbidly with Axis I (Clinical) disorders in the DSM IV 
(Norton, 1992). The most studied co-morbidities are substance abuse (Robins 
1998), anxiety disorders (Sanderson et al., 1994) and depression (Corruble et al., 
1996). However such links must also be considered in the context of overlapping 
criteria (Moran, 2002). The presence of PD has been associated with a poorer 
response to treatment for Axis I conditions (Reich & Green, 1991).
The prevalence o f PD in the general community has been suggested by 
epidemiological work to be around 10-13% (de Girolamo & Dotto, 2000) and is
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more common in younger age groups (highest 25-44). There is equal distribution 
between males and females across all PDs but this varies between subtypes. 
Within primary care the prevalence of PD is between 10 and 30% (Casey & Tyrer, 
1990) this is most commonly from Cluster C (Moran et al., 2000). Within 
secondary mental health services this is seen to be as high as 50% with Borderline 
PD being most prevalent and as high as 70% within drug and alcohol services and 
eating disorder services (Moran, 2002). Within prisons it is seen to range between 
50% for women and 78% for men (Singleton et al., 1998). However Moran (2000) 
highlights a problem with categorisation again as criteria for antisocial PD and 
criminality overlap.
2.1.1. Engagement in Treatment
Whatever the sub-type of PD, engagement and maintenance in therapy is difficult 
(Norton, 1992). A total o f 30-75% of PD clients leave psychotherapy early (Reis 
& Brown, 1999). As the diagnosis implies a poor prognosis due to the difficulty 
with engagement, individuals presenting with this are often ‘disliked’ by services 
(Lewis & Appleby, 1988).
Many health professionals are doubtful about the effectiveness of treatment for PD 
and are therefore reluctant to accept referrals (NIMHE, 2003). In contrast others 
do believe that PD is manageable (Cheisa & Fonagy, 2000). One way of effective 
management has been the Therapeutic Community (TC) model of treatment which 
has been recognised in a joint report by the Home Office and Department of 
Health (Reed 1994; Dolan & Coid, 1993; Lees et al., 1999) as successful. Norton 
(1992) outlines that this is thought to be due to the fact that the treatment offers 
twenty-four hour containment and support for up to one year. Treatment is 
voluntary which can be problematic in the context of engagement difficulties.
Findings on early termination can however be problematic due to different 
definitions of drop-out (Reis & Brown, 1999). With an operationalisation o f drop­
out to be non-mutual (staff and patient) termination o f therapy within 14 weeks of 
admission, Chiesa et al., (2000) undertook a mixed method qualitative (semi­
structured interviews and content analysis) and a quantitative study on early drop­
out in a TC. They found that higher occupational status and a two stage
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programme of a shorter in-patient stay than one year and a long term continuation 
of outpatient work were predictors of treatment adherence. Additionally, drop-out 
may not mean treatment failure, someone may leave the programme as they feel 
they have achieved what they set out to.
To effectively target the maladaptive strategies of this population, engaging them 
in treatment for long enough, to counterbalance chronicity, is imperative (Bateman 
& Tyrer, 2002). With the difficulties of PD originating from childhood a 
consideration of the context of this early experience is usefully gained via the 
framework o f Attachment Theory (Bowlby, 1969).
2.2. Attachment
Attachment Theory outlines how children regulate proximity with their caregivers 
depending on how stressed they feel with regard to perceived dangers in the 
environment (Bowlby, 1969). If  no danger is sensed children are likely to explore. 
When a threat (e.g., illness), is perceived children will retreat back to their 
caregivers for comfort.
Attachment patterns can be determined from the age of 12-18 months by observing 
a standardised interaction sequence between parents and children (Ainsworth et 
al., 1978). Attachment style is classified as secure if  infants use the mother as a 
secure base for exploration. This is measured by whether children are comforted 
by caregivers when upset and actively greet caregivers following separation. There 
are three patterns of insecure attachment (Ainsworth et al., 1978):
1. Avoidant -  little desire for proximity or comfort from mother.
2. Anxious Ambivalent -  contact with the mother heightens distress but the 
child has minimal exploration.
3. Disorganised -  sequences of affect and behaviour are contradictory or lack 
an observable goal.
As a result o f what takes place between children and caregivers, Bowlby (1988) 
suggested that Internal Working Models (IWMs) or representations are created of 
the self and others. Avoidant children learn to deny or suppress their distress to
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avoid further distancing from caregivers and anxious children tend to be overly 
vigilant to negative events and express their upset very strongly to ensure a 
response from inconsistent caregivers. These models are activated to guide 
interaction with others and expectations of how available others will be to help in 
times of need. This is based upon what children have learned from previous 
experiences. If caregivers are experienced as responsive to children’s needs secure 
attachments are developed which encourage autonomy and exploration. Positive 
IWMs of self and others will develop the ability for affect regulation. If  caregivers 
are experienced as rejecting, inconsistent in responses or over-controlling then 
insecure attachments are likely to develop. Negative IWMs will then develop with 
views of self as unlovable or others as undependable or both which leads to affect 
regulation being difficult. There is either chronic hyper-vigilance and proximity 
seeking or a disengagement from social and emotional contact with others.
The move from dependence to autonomous behaviour that secure attachment 
facilitates (Ryan & Deci, 2000) has been linked to internal locus of control by 
Cochran and Laub (1994). An internal locus o f control is a belief that a person has 
control over their own life which helps them to seek appropriate stress buffers. 
Those with secure attachments are thought to develop an internal locus of control 
as they are confident that those around them will be supportive and can turn to 
them as an effective way to cope. Those who have an external locus of control 
have less o f a sense o f autonomy and feel they have less control over their fate 
(Maltby et al., 2007).
Parents who have good reflective capacity are more likely to promote secure 
attachment in children and secure attachment may be a key precursor o f reflective 
capacity for those children (Fonagy et al., 2002). This suggests that secure 
attachment provides a context for children to explore the minds o f caregivers and 
gain a theory of mind. They can then begin to understand the minds of others and 
also see themselves, recognise their own thoughts, feelings, wants and needs. This 
representation is internalised to form the self or the identity.
Beliefs about self are organised as part o f a larger entity of identity which includes 
several senses of self (Wolfe, 2003). In a ‘normally-developed’ self people can
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link knowledge, memory, feeling, meaning and action (Ryle & Kerr, 2002). There 
are three processes that interfere with this: the inability to reflect or use meta­
cognition, hyper-vigilance to others drawing the person away from their own 
needs, thoughts and desires and inhibited communication about experiences 
(Harter, 1999). If these processes are present then there is a reduced self- 
awareness, less integration, coherence and consistency and a reduced sense of 
continuity (Harter, 1999).
Developmental psychology suggests that self and identity encompass the way that 
people think about themselves (Smith et al., 2001). In a secure environment, 
Fonagy et al., (2002) suggests that if caregivers think of children as thinking, the 
children exist as thinkers. Within insecure environments where this has not been 
possible, children will not perceive themselves as thinkers. These ideas are also 
connected to Object Relations Theory where Winnicott (1965) states that; if 
children know someone is trying to understand their mind and reflect it back to 
them, they can then internalise the image of their own mind as a separate being 
which serves the function o f emotional containment.
If  containment is not possible then maladaptive solutions can be an alternative for 
children. They may take a distorted or absent view of themselves from the mind 
o f the other as part of their own identity (Fonagy et al., 2002). This happens when 
babies do not get their own mood reflected back to them but instead the defences 
and mood o f another (Winnicott, 1965). A part o f ‘normal’ development for 
infants around 18 months is to be aware that they are separate from others who 
continue to exist without them (Smith et al., 2001). This provides a reference 
point for understanding others.
Kohut (1977) identified three universal attachment requirements that contributed 
to the normal development o f self:
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1. Mirroring - admiration from caregiver
2. Idealising - protection from caregiver and aspiring to caregiver
3. Alterego experience - closeness to another who is like the self
Without a sense of self, developing ideas about who they think they are and what 
their identity is will be hard for children. As children become older they will find 
it difficult to interact with others, be self-reflective and tell a coherent narrative 
about their self. Such incoherence of narrative has been correlated with insecure 
attachment (van IJzendoom, 1995).
Over the years there has been much debate in the literature as to how enduring 
IWMs are. Bretherton (1985) suggests that as long as the model allows people to 
function effectively then they will use it in all their relationships. Such a 
transactional approach to understanding attachment has helped understand why 
infant attachment status does not always predict later attachment behaviours 
(Thompson, 1998). If  individuals maintain insecure attachment behaviours they 
will either minimise or maximise their needs. If  minimising occurs then they have 
limited access to their feelings and develop unrealistic expectations as to the 
availability of others to meet their needs. If  maximising occurs they are unable to 
appraise if  threats exist and if anyone can meet their needs. These responses put 
individuals at risk for psychopathology (Dozier et al., 1999).
An expansion of these ideas of a link between child and adult attachment styles 
can be seen in Crittenden’s (1995) Dynamic Maturational Model (DMM). This 
stresses the importance of protection from danger and the need to find a partner for 
reproduction. It explores how genetic inheritance interacts with maturational 
processes and experiences specific to individuals, to create personal responses in 
the face o f danger. In this way it offers explanation for individual differences 
within individuals over time and between individuals in terms of attachment 
behaviours. It is concerned with the impact on psychological and behavioural 
functioning for individuals who are exposed to danger and are unable to find a 
satisfying reproductive relationship. It is seen that attachment strategies will 
change when they no longer fit the context and that the focus of treatment should
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be to ensure that strategies fit contexts and offer the maximum sense of safety and 
comfort.
To understand how attachment strategies present it is important to not only 
understand the coherence of intra-personal discourses but also inter-personal 
discourses. This can be achieved through discourse based attachment assessments. 
One well validated measure o f adult attachment style is the Adult Attachment 
Interview (AAI; Kaplan, & Main, 1985) which looks for markers o f coherence in 
the individual’s narrative. This was also modified to fit the DMM (Crittenden,
2004). The measure looks at how coherently adults can recall and verbalise their 
early relationships and examines the possible influence on those relationship 
representations upon personality and development. Coherence reflects the 
person’s ability to organise, integrate and present a clear and believable story 
evaluation past attachment experiences. The scoring also allows for discourse 
style to be examined (Main & Goldwyn, 1998).
In an attempt to assess global attachment security (that others will be available in 
times of need) adult attachment styles in relationships have been measured 
(Mikulincer et al., 2002). There are numerous classification systems of attachment 
in adulthood that are all based around the constructs of anxiety and avoidance 
(Brennan et al., 1998). Attachment anxiety is characterised by excessive worry 
about the availability of partners, and avoidance is characterised by discomfort 
with closeness and defensive denial of needs for closeness (Carmichael & Reis,
2005). Individuals scoring low on these dimensions are thought to possess a sense 
of security and have positive attachments with others. Those with a secure 
attachment style are more likely to seek help and support from others (Mikulincer 
et al., 2002).
2.2.1. Attachment and Personality Disorder
PD is a condition that originates from early childhood, the time when the 
attachment system is beginning to formulate IWMs. The intense difficulty that 
individuals have with personal relationships and lack of a stable sense o f self 
indicates that the insecurity of the attachment system has been activated (Levy et 
al., 2005).
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There is a body of research that considers the value of attachment as a theory of 
affect regulation (Simpson & Rholes, 1998), as this skill is learned in early 
interactions with caregivers. Sarkar and Adshead (2006) suggest that PD is best 
understood as a disorganisation in the ability to regulate affect which is mediated 
by early attachments. Those who have experienced insecure attachment are at risk 
o f developing dysregulation of affect (Johnson et al., 1999). The problem is that 
those with PD have either too much or too little affect. Heightened perception of 
threat that emphasises a lack of safety with others and a mistrust of others is 
exacerbated by a difficulty to self-soothe after a fearful experience (Kolk & Fisler, 
1995). The creation of internal narratives to soothe the self is difficult and there is 
an expectation that others should soothe them. There is a belief that emotions are 
almost always an outcome o f events caused by others and an inability to shift from 
external to internal affect regulation mechanisms. This is a skill usually learned 
around the age o f five if  the attachment system is functioning securely (Sarkar & 
Adshead, 2006).
Main and Hesse (1990) have suggested that if  there is trauma in childhood then 
children cannot integrate a single model of self. They suggest negative IWMs of 
caregivers are as central to a diagnosis of Borderline PD as they are to an anxious 
attachment style. The persecutions from the caregiver become lodged in the self 
but are still felt as alien. There is a wish to separate from them and be 
autonomous. Therefore the identity that exists is that o f another and cannot reflect 
the emotions and cognitions of the individual. The more people try to find their 
own self the more they become the other (the object) as the other is part of the self­
structure. This is seen in the actions of those who have a diagnosis of Borderline 
PD as they switch between a need for extreme closeness and a need for separation. 
Suicidal behaviour is seen as the freeing of the self from the other through 
destroying the other within the self. There may be a total avoidance of connection 
with inner thoughts and feelings for the person which reduces their chance of 
establishing relationships with others. Even one secure relationship may be 
sufficient to develop self-reflective processes (Fonagy et al., 2002).
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Neurobiology also offers support to the links between that attachment system and 
PD. The right hemisphere has been found to be involved in the social and 
biological functions o f the attachment system (Wang, 1997), in the ability to 
receive and express empathie responses (Adolphs et al., 2000) and is responsible 
for self-identity and distinguishing self from non-self (Devinsky, 2000). A good 
affect regulation system is created through secure attachment and leads to optimal 
right hemisphere development during a critical period of the first two to three 
years o f life (Schore, 2002). As a result o f neuro-physiological development 
around the age of five children becomes more able to self-regulate emotions in a 
favourable attachment environment (Levine et al., 1997). However, an 
unfavourable attachment environment will lead to impaired development of neural 
pathways (Thompson, 1990) which can end in a chronic condition such as PD.
2.2.2. Attachment and Illness Representations
Within PD especially, but in fact any mental or physical illness, the individual 
models that people may have about their condition may also be contributed to by 
their attachment system (Feeney, 1999). There is substantial evidence that both 
psychopathology and physical pathology is related to the availability and quality of 
personal relationships (Barrera 1986; Cohen 1988). This has linked the attachment 
system with emotional regulation, coping mechanisms and illness behaviours. 
Research has also linked an internal locus of control with better physical and 
mental health (Maltby et al., 2007). With this in mind, it is no surprise that 
insecure attachment has been linked with a wide range of health variables 
including physical and mental illness and help-seeking behaviour (Feeney, 1999).
The IWMs created by the attachment system create perceptions for self, 
expectation of the availability of others and susceptibility to fear in the face of 
illness (a threat). These variables influence coping and appraisals of stress 
(Feeney, 1999). For example, secure individuals are thought to be less susceptible 
to chronic pain as they are willing to consult others and mobilise their own support 
networks. Insecure individuals are more likely to idealise health professionals and 
engage in self-blame. They would become frustrated with chronic difficulties, 
dissatisfied with treatments and may sabotage its effectiveness (Mikail et al..
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1994). On the other hand, secure attachment is linked to greater degrees of 
emotional regulation and higher coping resources (Buelow et al., 2002).
Illness, also impacts identity and the continuity of self as it was previously known, 
evidenced in the coherence of narratives used to talk about conditions (Rimmon- 
Kenan, 2007). The degree of impact this has is contextualised within the original 
strength o f the sense of self as created through the attachment system. Larsen 
(2004) identified that the first experience o f a psychotic breakdown left individuals 
uncertain about their ability to perceive reality and judge what is true and what is 
not. They became uncertain about their sense of self. Laing (1960) described this 
as ‘ontological insecurity,’ which arises as a result o f a lack of continuity of events 
within a person’s life. Giddens (1991) argues that this is reliant on people’s ability 
to give meaning to their lives and have a positive view of self the world and the 
future. Meaning is found in experiencing positive and stable emotions, and by 
avoiding chaos and anxiety. If  an event occurs that is not consistent with the 
meaning o f an individual's life (e.g., illness) this will threaten ontological security 
for a person. Interestingly the qualitative work of Larsen (2004) showed that 
labeling in the form of a diagnoses for individual’s with psychosis reduced their 
sense o f uncertainty whilst at the same time provided them with an identity of 
‘being crazy’ or ‘schizophrenic’ that was generally viewed as negative by others.
2.3. Illness Representations
There is minimal literature regarding an individual’s personal model of their 
mental health condition or how such models may relate to coping and 
effectiveness of treatment (Fortune et al., 2004). The picture is very different for 
physical health problems. This has been explored much more using a range of 
models based on Social Cognitive Theory (SCT; Bandura, 1986). The theory 
suggests that cognitive, vicarious (experienced through another), self-regulatory 
(ability to adapt thoughts, feelings, behaviours accordingly) and self-reflective (to 
be conscious of own thoughts, feelings, behaviours) processes are all central to any 
kind of change.
Prompted by SCT, the specific work on illness representations has evolved from 
studies examining how people make sense of physical illness and how this impacts
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on their coping in the form of help-seeking (Weinman & Petrie, 1997). The 
mental representation an individual has of their illness is influenced by cultural, 
institutional, social and personal factors (Leventhal et al., 1997). The dominant 
model from health psychology literature that offers a framework for research is, 
‘The Self Regulatory Model’ (SRM) (Leventhal et al., 1980; 1984). This is known 
as a ‘common sense model’ as it models common sense thinking when faced with 
the threat of illness (Benyamini et al., 2004).
2.3.1. The Self-Regulatory Model
Within the SRM (Leventhal et al., 1980; 1984) health-related behaviours are 
believed to close the gap between current health and ideal health. Illness is seen to 
upset the status-quo and people will do whatever they have to in order to redress 
the balance. The way they cope with their illness (e.g., decision to take 
medication), is guided by the way they interpret their illness. The results o f their 
behaviours are then evaluated and fed back into their model of the illness and used 
to shape their future coping. The process is dynamic (Figure 1).
Symptom or 
Label
Representation 
of Emotion
Cognitive 
Representation 
of Illness
Behavioural
Procedures
Behavioural
Procedures
Appraisal
Appraisal
Fisure 1. The Self-Resulatory Model (Leventhal et al., 1980:1984)
2.3.2. Cognitive Representations
Five dimensions have been highlighted to make up the cognitive representation of 
the illness. These are thought to be a typical starting point for operationalising and 
measuring illness representations (Heijmans & de Ridder, 1998):
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1. Identity -  Labels and symptoms.
2. Timeline -  Prognosis.
3. Consequences -  Pros and Cons of condition
4. Cause -  Reason.
5. Control/Cure -  Ability to control or cure (Lau & Hartman, 1983).
The importance of each of the above components varies across illnesses (Hirani et 
al., 2006).
2.3.3. Stages of the Model
The model suggests three stages:
1. Interpretation
Individuals become aware that things are different with a symptom such as a pain 
and/ or messages from others, e.g., GP. These create illness beliefs along the five 
dimensions and help people decide how to cope. There is a parallel emotional 
response which will also influence behaviours.
2. Behavioural Procedures
Behavioural responses to the problem must fit with the illness cognitions and 
emotions present for individuals. People will either cope by approaching the 
problem (help-seeking) or by avoiding the problem (denial).
3. Appraisal
Coping responses are evaluated and decisions are made around their usefulness. 
New strategies may be formed at this point. Stages are dynamic and allow people 
to form beliefs about the usefulness of their perceptions. These beliefs are known 
as, illness coherence (how much the illness makes sense to them). This is a meta­
cognition which reflects whether individuals see their illness representation as 
being good enough to explain their symptoms and it links to actions that relieve 
symptoms. This is influenced by the fit between an individual’s beliefs about their 
illness and how well these fit with the professionals around them. An individual
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with a misconceived idea about their illness could develop a maladaptive coping 
strategy.
2.3.4. Evidence Base -  Physical Health
Illness representations were originally elicited through semi-structured interviews 
that led to the development of self-report questionnaires (Hirani et ah, 2006). The 
Illness Perception Questionnaire (IPQ) was developed by Weinman et ah, (1996) 
to assess the five dimensions. This was revised to incorporate new research 
findings in 2002 with regard to illness coherence and emotional responses (IPQ- 
R). Psychometric properties of the scale are reasonable (Moss-Morris et ah, 
2002). Hagger and Orbell (2005) undertook confirmatory factor analysis and 
found support for the proposed structure of the illness representation dimensions in 
a cervical screening context. This gave support to the idea that representations are 
similar across illnesses. In its generic form the IPQ uses the word ‘illness’ which 
researchers can substitute for the condition they are studying.
Links are particularly strong in the case of chronic illness (Leventhal et ah, 1992). 
The five dimensions of the model have been found to predict health behaviours 
such as medication compliance, self-care and satisfaction with health care services 
across a variety o f conditions (e.g.. Furze et ah, 2002, cardiac; Hobro et al, 2004, 
chronic pain; Carlisle et ah, 2005, rhematoid arthritis; Heijmans, 1998, 
hypertension; Meyer et ah, 1985; diabetes; Griva et ah, 2000 and Llewllyn et al, 
2003, haemophilia). Theme analysis of semi-structured interviews revealed that a 
lack of coherence in illness beliefs for heart failure patients was shown to prevent 
effective self-management and an inability to notice symptom escalations 
(Horowitz et ah, 2004).
2.3.5. Evidence Base- Mental Health
Leventhal et ah, (1992) described how the model could be applied to mental illness 
with an example of hyperchondriasis, in line with the cognitive model (Salkovskis, 
1989). The individual believes they have a serious illness and the health 
professionals believe the person is anxious. Until people can be given another 
coherent model o f explanation to explain their bodily sensations they will continue 
to fit them to their model of serious illness.
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Depression is one area research has touched upon. Fortune et al., (2004) asked 
101 women with a history of depression to write, in a free response task, about 
their experiences. This was a similar method used by (Lau & Hartman, 1983) to 
identify illness cognitions for physical illness. Responses for cognitions were then 
qualitatively coded by researchers into distinct thoughts. The codings showed 
inter-rater reliability when checked by others without prior knowledge of the aims 
of the study. A modified version (replacing the word illness with the word 
depression and replacing the symptom checklist with criteria from the DSM-IV) of 
the IPQ (Weinman et al., 1996) was also administered to participants via post. 
Findings indicated that people have models of depression that are similar to the 
models of physical illness identified by the SRM. However, similar to previous 
research (Lau & Hartman., 1983) not all participants (1%) used all five of the 
illness cognition dimensions in the model when it was applied to depression. 
There was a total of 3% that used four dimensions, 30% that used three 
dimensions, 46% that used two dimensions and 20% used one dimension. The 
most common illness cognition model used was a combination of identity and 
consequence cognitions.
Both Clifford (1998) and Talley (1999) have used the IPQ to explore the SRM in 
relation to schizophrenia and found it to be useful. To further test the application 
of the SRM to schizophrenia, Lobban et al., (2005) applied quantitative measures 
(N=22) for symptomatology, IQ estimate and insight and they then developed the 
Illness Perception Interview. In the interview participants were asked if  they knew 
their diagnosis and how much they agreed with it. They were then asked how 
much they felt they understood what the term meant. Findings using criterion 
clustering analysis supported the use of a modified version o f the IPQ for 
schizophrenia.
In a literature review Lobban et al., (2003) note that cognitive investigations in 
mental illness have concentrated on the ‘identity’ component of the SRM. 
Research questions focus on the meaning people give to their experiences, e.g., 
voice hearers (Morrison & Haddock, 1997). Lobban et al., (2003) conclude that 
the studies on the identity dimension of the model suggest that the way in which
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people identify their experiences are associated with their emotional response and 
adherence to medication.
Whether experiences are seen to be condition related or not is also important. This 
links to insight with greater insight linking to greater medication compliance 
(Bartko et al., 1988). If experiences are attributed to physiological rather than 
psychological causes, people have been found to score higher on quality of life 
measures and to feel less stigmatised (Mechanie et al., 1994). Modifying illness 
representations can effect change in mental illness (Lobban et al., 2003). 
Stockford et al., (2007) examined how an individual’s illness representations in 
eating disorder mapped on to their stage of change as per the Transtheoretical 
Model of Change (TTM; Prochaska & DiClemente, 1984: Appendix B).
Findings suggested that those least likely to consider change have little distress 
about their illness and see it as an integral part of their personality (pre­
contemplation). A belief that the emotional consequences were high was 
associated with the contemplation stage of the model suggesting an increase in 
emotional distress may motivate an individual to contemplate change. Action was 
predicted by perception o f consequences, and the perceived pros and cons o f the 
condition. The more disadvantages perceived the further people move away from 
the pre-contemplation stage (Stockford et al., 2007).
The stage of change people are at clearly links with their treatment seeking and 
adherence. The ‘cause’ dimension of the SRM has been examined in relation to 
adherence in depression. Birchwood et al, (2000) found that depression was linked 
to beliefs about psychosis and an individual’s ideas about the consequences of a 
psychotic episode. The ‘consequences’ dimension has been mostly related to 
coping (Kinney, 1999) with findings showing the more difficult the perception of 
symptoms the harder it is to cope. No mental health studies have explored the 
timeline dimension about how long experiences are likely to last which may be 
due to the fact that the timeline for a person is difficult to predict and focus on 
such beliefs may be more distressing (Lobban et al., 2003).
A split in the dimension of control into personal control (e.g., ability to control 
voices. Freeman & Garety, 1999) and treatment control (e.g., ability of medication
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or therapy to control symptoms, Adams & Scott, 2000) has been suggested by 
Moss-Morris et al., (2002). The idea of illness coherence has not been directly 
researched for mental illness but McGlashan et al., (1975) looked at a related 
concept of whether people integrate their mental illness into their sense of self. 
Integration was assumed when people wanted to know about symptoms and saw 
them as a part o f life. The alternative was to gloss over symptoms and split them 
off from self. Integration may not be the best style as it has been linked with 
higher rates o f depression in first episode psychosis (Jackson et al., 1998).
Findings outside the SRM have been made by Home (1998) who found that beliefs 
about the advantages and disadvantages of treatment were important for adherence 
and Birchwood et al., (2000) found that perceived social rank was important to 
voice hearers. This was linked with how individuals viewed themselves in relation 
to others. Lobban et al, (2003) conclude that the SRM is a useful framework for 
investigations on beliefs about mental illness and their impact on outcome, 
although other models also exist. They suggest that developing theories common 
to both mental and physical health will reduce the stigmatisation o f mental illness.
2.4. The Present Study
If  as the SRM proposes, people make their treatment decisions based upon how 
they understand their condition, which in turn may impact the stage o f change they 
are currently at, it is essential to gain an understanding o f the illness 
representations o f those with PD. Lack of emotional regulation and low coping 
resources are often seen in PD and there is an evidence base to suggest that the 
attachment system is intertwined with the presentation o f PD. Research findings 
show the attachment system impacts the way individual’s create IWMs of self and 
others and the way they respond to illness. Bearing this in mind, any examination 
o f illness representations should do so within the context of understanding the 
attachment styles of the sample group being explored. The importance of studying 
illness representations is linked with treatment choices, adherence and stages of 
change for people. Learning how best to engage a PD population long enough to 
be able to shift the chronic maladaptive coping responses they have learned from 
an early age is essential.
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Knowledge o f the beliefs held by people with PD that contribute to their 
maladaptive coping could be utilised by professionals to help form more adaptive 
beliefs. This will optimise their chances of treatment adherence and managing 
their PD successfully. Future work could then go on to develop the IPQ-R for PD 
so that quantitative links with treatment adherence can be measured in this 
‘difficult to engage’ population.
As there is a gap in the evidence base with regard to the illness representations 
held by those with PD, a qualitative exploration of their illness representations 
would be appropriate (Greenhalgh & Taylor, 1997). To place this exploration 
within the context o f the attachment related dimensions o f anxiety and avoidance 
would also allow for the findings to be discussed with reference to the impact that 
insecure attachment may have to concepts of self, world and others. A qualitative 
method would allow an in-depth exploration o f illness representations and this has 
been an accepted initial method for developing each new type of illness 
representation prior to the quantitative use as measured by the IPQ-R (Moss- 
Morris, 2002). Although research indicates it is likely that the SRM may have 
application to illness representations within PD it is also possible that it may not or 
that other types dimensions of illness representation are also present as was found 
in the review by Lobban et al., (2003). Other dimensions would be picked up in a 
qualitative analysis.
2.4.1. Aims
1. To describe the attachment related dimensions of anxiety and avoidance 
within the sample group.
2. To describe the specific subtype and severity of PD within the sample 
group using DSM-IV criteria.
3. To explore the illness representations of people with a diagnosis o f PD.
2.4.2. Research Questions
1. Do people with a diagnosis of PD have a coherent model o f their 
difficulties?
2. Can the SRM be used to understand how people make sense o f the 
experience of having a diagnosis of PD?
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3. Do people with a diagnosis of PD use the same five types of beliefs from 
the SRM to form models of their difficulties?
3.0 METHOD
As suggested by Brannen (1992) the qualitative method for the present study was 
chosen with the individual aims and research questions in mind. The underlying 
epistemological stance is one o f pragmatism as the aims and research questions are 
of the utmost importance rather than the method or the paradigm they are based 
upon (Teddlie & Tashakkori, 2003).
To measure illness representations within PD via a quantitative measure that has 
not been validated would not be appropriate. A revision of the IPQ-R (Moss 
Morris et al., 2002) would not be open to new areas of beliefs. The alternative of 
an initial qualitative exploration follows the procedure used by Lobban et al., 
(2005) prior to the amendment of the IPQ-R for Schizophrenia. Qualitative 
research takes the participant’s perspective which is more appropriate where there 
are no prior validated measures and in this case prior research has offered evidence 
that illness representations do exist outside of the SRM for some mental illness. 
As suggested by Bryman (1988) it would be hoped the results of this study can act 
as a source o f future hypotheses and aid scale development with an IPQ-R for PD 
via further quantitative studies.
3.1. Situating the Sample
To allow a description of the sample group for future research development and 
comparison the demographic variables of age, gender, ethnicity, occupation and 
education were measured along with the variables of PD diagnosis and the 
dimensions o f attachment related anxiety and avoidance.
Situating the sample in this way to contextualise the findings and allow readers to 
judge what situations and types of people the findings may apply to offers more 
credence to a qualitative study (Yardley, 2000, Elliot et al., 1999).
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3.1.1. Personality Disorder Diagnosis
The Personality Diagnostic Questionnaire (PDQ-4+; Appendix J) (Hyler et ah, 
1988) was used to establish diagnosis. This has been used in a high proportion of 
PD research and has previously been used for research within the TC from which 
the sample group were sourced (e.g., Morant et ah, 1999). Using the same 
measure would allow for future comparison across studies. It is a 152 item self- 
report measure assessing the presence of the criteria for the 11 subtypes o f PD 
with the additions of Depressive PD and Passive-aggressive (Negativistic PD) {for 
definitions see Appendix A). The measure also offers some scales for validity of 
data in examining whether a participant has answered in a socially desirable way 
or has displayed any response sets which may result in the reliability of data being 
suspicious. The PDQ-4+ has a fair test-retest reliability (mean k = 0.58) and 
compares favourably with the inter-rater reliability for both clinical interview and 
semi-structured interview. Median internal reliability is reported as 0.69 (Hurt et 
ah, 1984).
3.1.2. Attachment Related Anxiety and Avoidance
The Experience in Close Relationships-Revised (ECR-R; Fraley et ah, 2000) 
measures attachment related anxiety and attachment related avoidance. The 
measure was chosen as it has greater discrimination than any other commonly used 
self-report attachment measure (Fraley et ah, 2000) and it has been used 
previously with PD populations (Levy et ah, 2005).
On the scale there are 18 attachment anxiety items and 18 attachment avoidance 
items. All items are answered on a 7 point likert scale from 1 (Strongly disagree) 
to 7 (Strongly agree). Psychometric properties are good with the test-retest 
correlation o f attachment anxiety being 0.83 and the attachment avoidance 
subscale being 0.76 (Maunder et ah, 2005). Internal consistency has been 
measured at 0.9 (Fraley et ah, 2000). There are some norms available for the 
ECR- R based upon an online sample of 22,0000 people, giving mean scores for 
each dimension within the general population. The items on the ECR-R are 
written for those in romantic relationships which can be (Fraley et ah, 2000) and 
was amended to ‘any close relationships.’
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Evidence recommends that attachment is studied in a continuous rather than a 
categorical manner. Results are often reported by saying ‘those higher in 
attachment related anxiety or avoidance,’ (Fraley, 2005).
3.2. Qualitative Exploration
Although many argue that a qualitative approach is not a scientific methodology 
(Shaw, 2001) others (Elliott et al., 1999; Yardley, 2000) argue that the systematic 
approach to analysis of verbal data is scientific. Similarly it is often assumed that 
hypothesis testing can only be undertaken with quantifiable empirical data. 
However, a critique of this is that the quantitative paradigm can prevent discovery 
through only testing areas that have already been highlighted in previous theory 
(Henwood & Pidgeon, 1995).
The richness of the data available in a qualitative analysis will be dependent on the 
ability of participants to offer a clear narrative (Willig, 2001). There must also be 
some acknowledgment that as the method is subjective, different researchers have 
different interpretations. Therefore findings can not be generalised to a wider 
population (Henwood, 1996). Smith and Osborn (2003) do state that it is possible 
to make specific statements about the participants within the study and the 
emergence o f similar themes at group level may be relevant to people from similar 
populations. This adds support for the importance of setting the findings within 
the context of the attachment styles and subtype and severity of PD diagnosis for 
the sample group. Theoretical considerations can therefore be tentatively 
generalised for later confirmation through quantitative studies (Barker et al., 
1994).
A qualitative approach has been noted to be similar to the professional practice of 
clinical psychologists in the way that it involves interviewing people and analysing 
what they say (Henwood, 1996). This approach therefore took account o f the 
researcher’s existing clinical skills as a trainee clinical psychologist.
Thematic Analysis (TA) was the chosen qualitative methodology. This is a search 
for themes that appear important to the description of a phenomenon (Daly et al..
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1997). This approach uses theory to drive analysis but uses examples of meaning 
rather than quantitative data to support results (Coolican, 1999). In this way an 
exploration of illness representations within PD can hypothesise that dimensions 
o f the SRM may be present but is not limited to finding these alone. Analysis 
allows aspects of representations to emerge that were not anticipated, offering an 
‘insiders perspective’ (Conrad, 1987).
Within TA, experiences are usually examined through semi-structured interviews 
to allow space for reflection for the interviewee. To gain understanding of the 
perspectives of participants, verbatim transcripts are interpreted by the researcher. 
Such interpretations will be influenced by researcher’s perspective in terms of 
previous knowledge of theory and previous life experience (Brannen, 1992). 
Therefore the outcome is the product of the interaction of the perspectives of both 
the researcher and the participants (Smith & Osborn, 2003).
Another qualitative method. Interpretative Phenomenological Analysis (IPA; 
Smith, 1996) may have been used, as IPA acknowledges the importance of 
language. This method accepts that verbal accounts can infer cognitions, affect, 
meaning and action (Smith & Osborn, 2003) and would fit with the SRM as this is 
a model based on cognition and emotion and the concept of coherence is also a 
cognitive construct. However, the method of IPA is not driven by theory and 
begins from an exploratory stance as opposed to the starting point this research had 
with the presence of the SRM in existing theory.
Grounded Theory (Glaser & Strauss, 1967) uses many of the same techniques as 
IPA and may also have been a considered method. However Willig (2001) states 
that this was developed for the exploration of social not personal experiences 
which was the focus of this study. A further option may have been Discourse 
Analysis which sees language as behaviour and analyses its function. However, 
this method does not infer underlying cognitions from verbal responses which was 
necessary to relate findings back to the SRM.
Use of a semi-structured interview was intended to allow for other areas of 
experience to be discussed by participants. A group of existing residents o f the TC
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from which the sample group was sourced, were consulted with around the design 
and procedure of the interview. A semi-structured interview topic guide was 
created based upon the SRM (Appendix L). Questions for a semi-structured 
interview were then designed (Appendix M) based upon the IPQ-R, (Moss Morris 
et al., 2002). The IPQ-R has been validated for use with people experiencing a 
number o f physical health problems and assesses beliefs about identity, timeline, 
consequences, causes, control/cure coherence and emotional representations. The 
version o f the IPQ-R for Schizophrenia (Lobban et al., 2005) has been shown as a 
reliable and valid measure o f cognitive representations of mental health problems 
held by people with a diagnosis of schizophrenia. All o f their subscales (except 
for one on personal blame) showed high test-retest reliability (range r = .57 to r 
= 95).
3.3. Procedure
3.3.1. Sampling
Initially purposive sampling was used to obtain a homogenous group to the extent 
the research question was of relevance to them and they all had a diagnosis of PD 
so they could offer insight into their experiences (Osborn & Smith, 1998). A 
sample group was taken from a TC pre-treatment waiting list. The selection of 
people prior to treatment was to examine illness representations prior to any 
exposure to the intensive treatment that the TC would offer them since this may 
have shifted their representations. An entry requirement for the TC is a diagnosis 
of severe PD. Inclusion criteria were that participants were over 18, had sufficient 
command of the English language to not require an interpreter and had presenting 
symptoms to meet the criteria for diagnosis o f PD as per the PDQ-4+. Exclusion 
criteria were the opposite of these with the addition of those who were currently 
inpatients in other units.
For the interview stage of the research a convenience sample of consecutive 
responders from those who gave consent to the research and return their completed 
questionnaire measures, was gained.
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3.3.2. Recruitment Process
An information pack containing a letter of invitation (Appendix F), an information 
sheet (Appendix G), a consent form (Appendix H), a demographic data collection 
form (Appendix I), the quantitative measures of the ECR-R (Appendix K) and the 
PDQ-4+ (Appendix J) was sent to 38 potential participants. Within the invitation 
letter participants were informed that some people may subsequently be invited to 
participate in a further interview. Participants were given the opportunity to not 
participate or decline at a later stage. Participants were instructed to return the 
consent form and the questionnaires in separate stamped addressed envelopes to 
protect confidentiality. On receipt of returned information packs and consent 
participants were contacted by telephone to organise either a personal interview at 
the TC Outreach Centre or a telephone interview, whichever of the two was most 
convenient for them.
From those willing to participate, up to 12 were to be selected for interview. 
Appropriate sample size is hard to establish in qualitative research, a rough guide 
o f 5 or 6 is suggested as a balance between examining similarities and differences 
between the cases but not too much to be overwhelmed by data (Smith, 2003). 
Essentially, adequate sample size in qualitative research is determined by recurrent 
patterns in the data and what is known as saturation (where additional participants 
provide similar rather than dissimilar information). In this way an adequate 
sample size can really only be decided once data collecting is underway (Forchuk 
& Roberts, 1993). Guest and Bunce (2006) operationalised saturation to be 
approximately 12 interviews but they suggest that meta-themes can occur as early 
as within 6 interviews.
3.3.3. The Semi-structured Illness Representations Interview
Following the guidance of Smith (2003) for the construction o f semi-structured 
interviews, a topic guide for interview questions (Appendix L) was designed 
around the cognitive representations aspect of the SRM. Draft questions for each 
theme were then constructed. These were taken to a voluntary consultation group 
of six existing residents at the TC to gain comments around appropriateness and 
clarity o f both the questions and the interview process. The importance o f gaining
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the views of service-users with similar experience to your research question is 
highlighted by Minogue et al., (2005) along with the benefits to participants of 
improved sense of well-being, self-esteem and confidence.
Feedback from the consultation group can be found in Appendix N. One key 
change following this consultation was the incorporation of a simple mood rating 
scale at the beginning and end of each interview to gauge the context for the 
current responses for participants and also to gauge any consequences to the 
individual of the interview process. Another amendment was to be very explicit 
about the fact there were no right or wrong answers to the questions asked, as the 
group had indicated that due to the nature and amount o f clinical contact they had 
experienced as a result o f their PD they were of a view that they needed to respond 
in the correct way to questions asked by professionals, which led to heightened 
anxiety. Silence within meetings was also highlighted to raise feelings of anxiety 
and paranoia and the importance of regular prompts in the interview was 
suggested. Following incorporation of the views of the consultation group a final 
set of questions around the original topic themes were created for a semi­
structured interview (Appendix M). In a semi-structured interview, questions are a 
starting point and do not have to be asked in order and any other areas of interest 
that arise can be followed up (Smith, 2003). Interviews were audio-taped and 
transcribed verbatim (Appendix P).
3.3.4. Ethics
Ethical approval was gained from the Local Research Ethics Committee (Appendix 
C), the Local Research and Development Committee (Appendix D) and the 
University Ethics Committee (Appendix E). Anonymity and confidentiality were 
assured to participants, along with the right to withdraw. Given the vulnerability 
of the participant group, measures were taken to ensure their safety at all times 
through discussions of how they would seek support if  necessary and a link with 
the clinical team at the TC in the event o f difficulty. This system was utilised 
effectively in the case of one participant for whom the researcher had concerns 
with regard to suicidal ideation. There was little shift in the mood of participants 
during the interview showing they did not appear to experience any undue distress 
from the process.
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3.4. Analysis
The descriptive data to situate the sample were analysed using SPSS version 12 
(SPSS Incorporated, 2003) and the qualitative analysis of the research was 
undertaken using NVIVOy (QSR International, 2006) a programme that allows 
textual analysis.
3.4.1. Sample Descriptors
To explain the demographics of the sample group, frequencies for the variables of 
age, gender, ethnicity, employment, education were reported.
For the attachment measure, a mean score for the dimensions of anxiety and 
avoidance was reported. The normality o f distribution was checked to see if a 
parametric t-test could be used to assess if  the sample group means for both 
dimensions were significantly different from the population norm. It would be 
expected that participants with PD would have scores that are higher than the 
population norm as theory indicates their positions on the attachment dimensions 
is likely to be more insecure and thus would glean higher scores so testing was 
conducted as a one tailed hypotheses. For the PD diagnostic measure the 
categories of diagnosis were analysed and used as a descriptor for the sample 
group and the scales for the validity of responses was discussed.
The sub-scales for the PD and attachment measures were analysed for internal 
consistency using Cronbachs Alpha. Pearson’s Chi Square was used to check that 
there were no significant differences in the attachment or PD scores o f those able 
to be contacted for interview and those not able to be contacted for interview.
Ways in which responders may have differed from non-responders was not 
possible to analyse as this information was not available.
3.4.2. Qualitative Analysis
Although TA has been described (Benner, 1985; Leininger, 1985) there is little 
literature outlining a preferred method of analysis. Aronson (1994) describes a 
pragmatic process very similar to the IPA paper and pen analytic process 
suggested by Smith (1996). This was applied via the software programme Nvivo?
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(QSR International, 2006). Left hand margin notes were coded as ‘free nodes’, the 
lowest level o f code and right hand margin notes were coded as ‘tree nodes’ which 
are higher level codes. The process began with reading and re-reading the first 
interview transcript, to engage with the data. Free nodes were created within the 
software about anything that appeared significant. Based on the coding of the free 
nodes, tree nodes were created to note emerging themes, drawing on psychological 
terminology to conceptualise these. The software allowed instant access to the 
parts o f the text that supported each of the coded themes to allow a constant 
process of interaction between the text and the theme code to ensure they were 
indeed linked. If  there were commonalities between tree nodes these were 
merged together within the software to make sub-themes and similar themes were 
clustered together underneath super-ordinate tree nodes.
After the first transcript was analysed in this way the same process was gone 
through with the each transcript to find evidence for existing themes by adding 
further quotes and also being open to any new themes that emerged. If  new 
themes occurred the researcher went back to the previous transcripts to see if there 
was any evidence o f these. If  there was not adequate data to support themes, they 
were dropped. The validity of themes was checked by a group of trainee clinical 
psychologists who were part of a qualitative research group. This adds to the 
credibility o f the findings (Yardley, 2000; Elliot et al., 1999).
3.4.3 The Interpretative Framework
It is essential that the researcher is aware of their own phenomenological stance 
and the influence this may have on interpretations. This ensures that the findings 
reflect the views of participants and not of the researcher (Shaw, 2001). Such an 
awareness of ones perspective is another criteria suggested by Yardley (2000) and 
Elliot et al., (1999) for evaluating the rigour of qualitative studies. I therefore 
organised for another trainee clinical psychologist to conduct a pre-research 
interview to raise my consciousness of my own preconceptions. (Appendix O). 
The content o f this interview was considered in relation to the research findings to 
evoke discussion of any links. I am aware of a key pre-conception that has arisen 
from my personal and professional life as a trainee clinical psychologist having 
worked with both mental and physical illness. This is that a better understanding of
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a condition would be beneficial to a person. I acknowledge that this also emerges 
from my own need to be informed in situations of illness. I am also aware that this 
need to be informed has increased since being an employee of the NHS as I have 
become more aware of what services are available to people and that some 
services are not always explicitly outlined unless an individual knows where to 
present and how to do so.
Following on from these ideas, I also kept a reflective diary of my responses to 
what Smith and Osborn (2003) term critical questions after every interview 
(Appendix T). These reflections were consulted after theme analysis was complete 
and findings were discussed within the context of initial reflections.
4.0 RESULTS
Invitations to participate in the research were sent to 38 people on the pre­
treatment waiting list of the TC. A total o f 13 (34%) of these responded with 
consent. O f these 13 a total o f 6 were able to be contacted for interview. Two of 
these were face to face and four were telephone interviews.
The scales for both measures used to situate the sample, showed skewness and 
kurtosis values close enough to zero (Dancey & Reidy, 2002) to assume a normal 
distribution and did not exceed +/- 2 so parametric testing was allowed. However, 
as this is a sample group of less than 20 it is difficult to be assured that normality 
is present. (NIST/SEMATECH, 2006).
4.1.Demographic Data
Characteristics of those interviewed and those not interviewed are shown in Table 
1. Pearson’s Chi-square was used to examine associations between those 
interviewed and those not interviewed. Results showed there was a relationship 
between those who were able to be contacted for interview and gender (%^=6.964, 
df=l,p=.016).^
 ^ Categories were collapsed where necessary to make the Chi Square analysis 2x2 to enable Fisher’s Exact 
Test to be used as more than 1 cell had an expected count less than 5 (Dancey & Reidy,2002)
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Within the sample all those able to be interviewed were female. There were no 
other significant relationships found. The majority of the interviewed sample 
group were within the age range of 20-29 years (66.7%), stated their ethnicity as 
White British (66.7%), reported they were unemployed (33.3%) and that they were 
educated to GCSE level (33.3%).
4.2. Personality Disorder
The total PDQ 4+ score is an index of overall personality disturbance. Results 
from previous literature (Hyler et al., 1988) show that a total score of 50 or more 
indicates significant personality disturbance. Patients in therapy without 
significant personality disturbance scored between 20-50 and normal controls 
generally scored 20 or less. Hyler (1994) suggests that until further studies are 
conducted these thresholds should be the best estimate of disturbance to 
personality. In personal correspondence with the researcher, Hyler (2007) 
suggested that a score of 20-30 would be consistent with treatment seeking. As 
yet there is no known evidence base to support this.
Under-reporting of pathology to present in ‘too good’ a fashion was present for 
one participant in those who were interviewed and two participants in those unable 
to be contacted for interview. The scale to identify if  participants are lying, 
responding randomly or not taking the questionnaire seriously showed this to be 
the case in five of the participants unable to be contacted for interview and four of 
the participants interviewed. Internal consistency was calculated using Cronbachs 
Alpha. The scale for overall personality disturbance yielded an Alpha coefficient 
of .783. Alpha scores > 0.7 mean a scale can be considered adequately reliable 
(Kline, 1993). Table 2 shows the PDQ 4+ subscale internal consistency results. 
Results are of overall personality disturbance, personality disorder subtype and 
cluster analyses from the PDQ 4+ are shown in Table 3. For severity of personality 
disturbance all participants are above the threshold o f 30 with 33% of those 
interviewed being above the threshold of 50. All had more than one subtype of 
PD. Both those interviewed and those not presented with a mean of 5 different 
subtypes of PD. For both groups, 50% of these were across 2 clusters and 50% 
across 3 clusters. For the participants who presented across 2 clusters this was
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across the clusters of A and C (100%). The highest proportion o f those 
interviewed (58%) presented within Cluster A. An Independent t-test showed 
there were no significant differences in the severity of those able to be contacted 
for interview and those who were not (t= .170, d f= ll, p=.868, two tailed). Using 
Chi square^ analysis there were no relationships found for the subtype or validity 
scales between those interviewed and those not.
Table 1. Characteristics o f participants interviewed V. participants not
interviewed
Interviewed (n=6) Not interviewed (n=7)
Age
20-29 66.7% (4) 14.3% (1)
30-39 - 28.6% (2)
40-49 16.7% (1) 42.9% (3)
50-59 16.7% (1) 14.3% (1)
Gender
Male - 71.4% (5)
Female 100% (6) 28.6% (2)
Ethnicity
White British 66.7% (4) 85.7% (6)
White Other - 14.3% (1)
Asian Pakistani 16.7% (1)
Asian or Asian British Other 16.7% (1)
Occupation
Full-time 16.7% (1) -
Part-time 16.7% (1) -
Unemployed 33.3% (2) 85.7% (6)
Student 16.7% (1) -
Other 16.7% (1) 14.3% (1)
Education
No formal Examinations - 28.6% (2)
GCSE 33.3% (2) 28.6% (2)
BTEC/GNVQ 16.7% (1) -
A Level/Highers 16.7% (1) 14.3% (1)
Bachelors Degree 16.7% (1) -
Masters Degree - 14.3% (1)
Other 16.7% (1) 14.3% (1)
Categories were collapsed where necessary to make the Chi Square analysis 2x2 to enable Fisher’s Exact 
Test to be used as more than 1 cell had an expected count less than 5 (Dancey & Reidy,2002)
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Table 2. Alpha scores for PD04  + Subscales
Subscale Alpha
Paranoid .766*
Schizoid .700*
Schizotypal .401
Histrionic .478
Narcissistic .565
Borderline Unable to measure as too few participants presenting within 
this subtype
Antisocial .833*
Avoidant .601
Dependent .783*
Obsessive Compulsive .302
Depressive .510
Negativistic .371
*Good internal consistency
Table 3. Personality Disorder data for participants interviewed v. 
participants not interviewed
Interviewed Not interviewed
(n=6) (n=7)
Total PDQ4+ score 
<20  
20-30
:>30 6794 pi) 5794 (4)
:>50 3394(2) 43^6 (3)
Sub-type PD diagnoses
Paranoid 66.7% (4) 85.6% (6)
Schizoid 66.7% (4) 71.4% (5)
Schizotypal 50% (3) 71.4% (5)
Histrionic - 14.3% 0 )
Narcissistic 33.3% (2) 28.6% (2)
Borderline 16.7% 0 )  14.3% (1)
Antisocial 33.3% (2) 28.6% 0 )
Avoidant 83.3% (5) 85.7% (6)
Dependent 50% (3) 57.1% Ù)
Obsessive Compulsive 83.3% (5) 85.7% (6)
Depressive 83.3% (5) 71.4% (5)
Negativistic 16.7% 0 )  57.1% Ù)
Clusters*
A: paranoid/schizoid/schizotypal 58% (11) 42% (16)
B:
Antisocial/borderline/histrionic/narcissistic 26% (5) 16% (6)
C:
Avoidant/dependent/obsessive compulsive 16% (3) 42% (16)______
* Individuals may have more than one diagnostic sub-type o f  Personality D isorder so numbers w ill 
exceed that o f  the sam ple group.
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4.3. Attachment Related Dimensions of Anxiety and Avoidance
Internal consistency was calculated using Cronbachs Alpha. Scales showed good 
reliability (Kline, 1993). The anxiety dimension yielded an Alpha coefficient of 
.783 and the avoidance dimension yielded an Alpha coefficient o f .700. The mean 
scores for both scales are shown in Table 4. The sample group of those 
interviewed had a slightly higher level of attachment related avoidance than 
anxiety with the reverse being the case for those not interviewed. An Independent 
t-test showed there were no significant differences in the attachment related 
anxiety or avoidance of those interviewed and those not.
Using a One Sample t-test it was found that the attachment related anxiety 
dimension for this sample group differed significantly from the norm (N= 22,000, 
78% female, mean age 24, Fraley, 2005) (t= 2.99, df=12, p=.05, one tailed). The 
attachment related avoidance dimension for this sample group also differed 
significantly from the norm (t= 6.68, df=12, p<.0001, one tailed).
Table 4, Mean scores for Attachment related Anxiety and Avoidance Scales 
ECR-R
Interviewed Not interviewed
(n=6) (n=7)
Anxiety (norm: 3.64 ) 4.38 4.70
Avoidance (norm: 2.93) 4.95 4.19
4.4 Qualitative Analysis ^
The majority of participants (5) reported a moderately positive mood during 
interview. Three super-ordinate themes emerged from the data with nine sub­
themes as shown in Table 5. Further example quotes can be found in Appendix R. 
Independent codings, without prior knowledge of researcher codings, for one 
transcript validated those of the researchers for the same transcript {Appendix S).
 ^ ellipsis points ( . . . )  have been used when verbatim has been omitted for ease o f  reading
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Table 5. Super-ordinate and sub-themes
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Snper-ordinate Theme Sub-theme
1. Identity of Difficulties Understanding of Cause 
Understanding of Consequences 
Emotional Experiences 
Experience of Diagnosis 
Experience of Treatment
2. Identity of Self Perception of Self
Perception of Self in Relation to 
Others
3. Maintaining Factors to Identity Locus of Control 
Coherence of Narrative
4.4,1. Identity of Difficulties
Several themes emerged from the verbal accounts of participants about how they 
made sense of their difficulties at both a cognitive and emotional level. There was 
an overall sense that participants looked externally to understand causes and 
consequences of their difficulties finding it very difficult to self-conceptualise how 
they presented outside of their official diagnosis. Linked to this, was a tendency to 
answer questions as if  there were in fact right or wrong answers and reminders had 
to be given that it was personal experience that was of interest. For example in 
response to the question, “Do you think there is any one cause for these 
difficulties?” Fran responded with:
“I  don V like to sound ignorant but I  don V know really,,. I f  you ask me in like 
three years time and Vve been in and out the Therapeutic Community, then I  
would have understood about everything and V d be able to give you a good 
answer, ” (Fran)
Given the apparent reliance upon external sources for understanding and the fact 
that there were either too many or too few sources available, the narratives 
presented by participants seemed patchy with lapses o f personal recall. This was 
present for both participants who reported a history of perceived trauma and those
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who did not, suggesting that memory difficulties were not only a defensive 
response. Emotional representations presented in extremes with some participants 
reporting and appearing to be very clear on what these were and having the ability 
to verbalise them and others noting a tendency to shut down emotions. Most 
participants placed the locus of control both for their difficulties and their expected 
changes through treatment, externally. It appeared that their understanding of the 
consequences of their difficulties was the information that contributed to their 
conceptualisation of their ‘way of being’ as difficulties. The majority reported that 
it took some time to gain a diagnosis and that once received, this helped them to 
make sense of their history of responses. Participants discussed having had either 
long lists of differing treatments or very few treatments offered to them. Many had 
experienced treatment as unhelpful and saw a TC as their last chance at a ‘normal’ 
life.
4.4.2. Understanding of Cause
Four participants thought that their difficulties were caused by their experiences in 
life:
“Oh just erm, my family life at home, the abuse and erm well and thaVs it I  
suppose, (Fran)
Difficulties were not seen to be present at birth:
“I  mean I  don’t have a memory from birth but I  don’t ever remember being 
terribly unhappy” (Melanie),
Genetic links did not appear to be suspected for most as no other family members 
had similar difficulties. Melanie also indicated some belief that there was a 
learned link with the social behaviours of her parents which may have served a 
function to normalise the way that she saw herself. Understanding of cause has 
been contributed to from external sources e.g., a family member, a teacher and a 
psychotherapist:
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“I  mean the last psychotherapist I  saw said that his view was that something 
happened when I  was you know, sort o f toddler age, just before you can 
remember, ” (Melanie)
Two participants however, thought there was some genetic link to difficulties and 
that they were either bom with them or predisposed somehow:
“A predisposition to it probably, I  mean we do have a predisposition to 
Schizophrenia or i f  your parent who is Diabetic, you are more at risk, ” (Maxine)
Joanne believed the reasons for her difficulties were a combination o f both genes 
and the environment:
“I  think, I  was partly born this way and the rest o f  it is what Pve gone through 
growing up and stuff and the rest o f it is society, ” (Joanne)
For one participant their view of the cause of their difficulties shifted with their 
diagnosis:
“I  can see now, up until I  got my diagnosis I  thought well that*s just me I  was 
born like this. When I  got my diagnosis, they said, well this is cos o f the 
difficulties you had as a child, ” (Fran)
4.4.3. Understanding of Consequences
The main thread of understanding of consequence presented was the social impact 
of PD. One consequence highlighted was communication difficulties with a fear 
about an inability to converse appropriately in social situations leading to a sense 
of not fitting in:
“When I  meet people, most people won V get on with me, they can 7 relate to 
me,,, I  never really quite fitted in really, seemed to always say inappropriate, you 
know the wrong things at the wrong times, ” (Fran)
A difficulty keeping others in mind was linked with a sense of being differentiated 
from others and possibly not acceptable to others:
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“Pve never been on another planet but I  think very differently to other people, ” 
(Joanne)
A further consequence of social and communication difficulties was a relatively 
isolated life, with few friends, little family support and general difficulties with 
working, due to the requirement o f being around others along with low energy and 
motivation.
Forming, keeping and ending relationships in a way deemed appropriate by others 
was also identified. Some participants became over-attached to others:
“This whole thing with girls going on,,, I  get an attachment thing that is 
sometimes a problem for them, ” (Louise)
Whereas Sarah highlighted that relationships were risky for her so she chose to 
close off to them. A conscious choice to avoid others was sometimes made by 
participants for fear o f the consequences. Fran rejected attachments with others 
as she saw they caused her problems:
“I  have always been a bit o f a loner and found people too stressful and a lot o f  
pressure,,,People just cause me problems, ” (Fran)
Participant’s also understood they had a set o f behavioural consequences involving 
self-harm and suicide attempts from an early age, which differentiated them from 
others. When discussing this Melanie referred to the repetitiveness of suicide/self­
harm attempts and the escalation of severity:
“Things couldn V go on the way they were going as every year I  was coming 
closer and closer to death basically, ” (Melanie)
Most talked about cutting themselves to cope but could identify some periods of 
time where this was not a preferred response:
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“I  haven *t cut m yself fo r  quite a while, I  had a little slip up the other day, but 
other than that I  haven V cut m yself for over a year, ”(Louise)
Others included burning, blood letting, eating disorders and addictions of drug and 
alcohol. Fran also indicated that often cutting as a form of self harm would be the 
lesser evil as if  she didn’t do that she would use drugs and alcohol. These 
behaviours led to repeated mental health service involvement and frequent 
involuntary hospitalisations from an early age for all participants. Melanie 
understood that her social difficulties were a consequence o f her being hospitalised 
for long periods at short notice.
4.4.4. Em otional Experiences
Participants could either verbalise emotions clearly or they acknowledged that they 
cut off from feelings. Extremes o f feelings and frequent mood changes were 
highlighted. Anxiety, fear and confusion tended to predominate. Fran said that 
she felt “disempowered” and “hopeless” and anger, frustration and sadness were 
mentioned in other participant accounts:
“Frustrated and angry but at the same time quite sad as well because I  wish I  
could get on and do these things,,, I  fee l sad because I  wish I  could do it and I  
get frustrated because I  can V. ” (Melanie)
A  feeling of mistrust towards others was also discussed by the majority of 
participants. Shame, embarrassment and self-blame was also experienced by one 
participant:
“ There ^ s a lot o f  stu ff that Pm  too ashamed and too embarrassed about,,,but it*s 
my fau lt more than theirs” (Louise)
Hiding Feelings was a conscious decision made by many participants:
“I  tend to try and pretend that I^m perfectly alright,,. Usually I  live in my head, 
I  guess in a different world,,,like cut off^ (Louise)
Although hiding feelings was not always so easy for some:
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“These days i f  I  burst into tears, some days I  literally can V hide it and I  don V 
bother to try anymore. ” (Melanie)
A sense o f being cut off from feelings was also mentioned:
“Each day is flat, it is safer and an emotional state is likely to swing the wrong 
way...I donH feel, when Pm in it I  don^t feel, in it... I  feel outside o f it... 
Whether I  have made it disconnected or not, I  don V know. ” (Maxine)
During the interview Maxine became tearful when talking about her isolation from 
others. When asked if she was feeling sad she replied, “I  donH think so,” 
appearing to have little awareness of her response or any possible perceptions I 
may have o f it.
4.4.5. Experience of Diagnosis
Being given a diagnosis of PD had a variety of impacts. One participant believed 
that there had to be a diagnosis:
“I  don V believe in labels but obviously there has got to be a diagnosis. ” (Sarah)
Others saw that a diagnosis would be helpful for seeking treatment:
“I  really don V like the labelling but yes, I  am sure it can be helpful to have a 
diagnosis when it comes to some treatment. ” (Melanie)
There seemed to be a pattern of waiting a long time for a diagnosis, having to fight 
for it and health professionals not being explicit with participants. This experience 
seemed linked with less identification with the diagnosis given. One participant 
was informed of her diagnosis by being handed a leaflet:
“I  couldn 7 identify with it at all so Ijust threw it in the bin. ” (Fran)
There was a conflict between the usefulness o f having a diagnosis and not 
knowing enough about the diagnosis which appeared to create a sense of 
ambivalence with regard to the official name for their difficulties:
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**Okay there is a name for all these problems that I  am having ,.,lt kind of 
contains It so It makes me feel a bit more comfortable ... But on the other hand 
It Is not very helpful because I  don V know enough about It ”(Fran)
Four participants found being given a diagnosis as helpful as it fitted with their life 
and meant they were not imagining things. Maxine also paralleled her 
psychological diagnosis to her physical diagnosis of diabetes which she also found 
helpful as it confirmed what she had suspected about herself. The function of 
confirmation offered by the diagnosis was also present with Louise as she saw it 
gave her something to write down on forms as a useful label.
One participant discussed seeing a diagnosis as a label which was not useful as 
everyone was individual and although she felt the diagnosis explained how she 
experienced life she was not happy with saying that her personality was 
‘disordered.’
4.4.6. Experience of Treatment
When talking about their experiences of treatment there was a general sense o f a 
mistrust of professionals with experiences o f not being listened to or respected. 
There was also a fear that if  you talked about things you would end up getting 
sectioned. In response to the researcher asking if Maxine wished her to contact her 
clinical team to inform them of her suicidal ideation, Maxine responded with, 
“They wouldn V do anything, ”
A dislike of perceived assumptions made by professionals was highlighted:
“Fve not been happy at all with reports that have been written,,,she met me for  
a couple o f hours. She wrote this report with loads o f mistakes In, ” (Louise),
Many participants reported not being offered therapeutic intervention. Maxine was 
told that she was untreatable. Louise had only experienced multiple assessments 
and professionals closing down any attempt she made to speak beyond these. 
There was some recognition that treatment may have to last some time before a 
change was seen. The amount of change possible was not perceived to be radical.
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All participants reported being prescribed medication, mostly for depression and 
anxiety with some experience of anti-psychotics and sleeping tablets. These were 
seen to only have short term benefit. Participants generally reported that they had 
not found treatment in the form of medication or therapy helpful.
Melanie identified that contact with different professionals within a team could be 
problematic due to having to repeat stories to each person. She could however, 
identify other treatment experiences that had been better for her due to more 
structure and being left to do her own thing. She was however less sure of how 
helpful it was to be told something that may have happened in her childhood that 
she may never remember:
“I mean the last psychotherapist I  saw said that his view was that something 
happened when I  was you know, sort o f  toddler age, just before you can 
remember ... You are not going to remember that so whether it was helpful or 
not, I  don V know, ” (Melanie)
Some participants identified that the TC was their last chance at a normal life and 
they would find it hard to not end up being treated there. There was also some 
ambivalence about being treated at the TC, mostly around the timeframe of 
treatment being a year long.
4.4.7. Identity of Self
Two themes emerged within this super-ordinate theme. The first was perception 
o f self and how the individual identified who they were, their wants, needs and 
desires. Essentially how self-aware they were. All participants appeared to have a 
poor sense of self with inconsistencies and ambivalences that caused them 
confusion and conflict within. Linked with this was a perception of low self 
efficacy, for example:
“And it confirms that I  am totally incapable that my incapacity benefit went 
through and said she is incapable, ” (Melanie)
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This is further supported within the Locus o f  Control theme where participants 
appeared at the mercy of external forces and found it hard to locate control for 
their difficulties within themselves.
For half the participants there was a real difficulty recalling their past and also 
identifying things that they may want for their future. For example, Fran did not 
know if  she would like to have a greater social network in the future and Melanie 
showed some self-doubt when recalling her childhood.
Further evidence of this can also be found in the Coherence o f  Narrative theme as 
stories appeared vague. A poor sense of self extended to how participants 
perceived themselves in relation to others around them. This was captured in the 
sub-theme. Perception o f  Se lf in Relation to Others.
4.4.8. Perception of Self
For some, there was a blurring between what is the self and what is the PD:
“Well I  don*t know if  the Personality Disorder has given it to me as Pm me, it s^ 
my personality you know what I  mean, (Louise)
For Fran this appeared to be linked with a sense of not knowing her self:
“I  just feel that I  don^t even know what I  am, who I  am, who I  am 
becoming, ”(Fran)
However, she was still able to say that she experienced self-loathing which she had 
little understanding of and perceived as a problem. Fran was able to identify what 
she wanted to change about herself and link a disclosure of abuse in therapy to an 
improvement in self indicating that there were parts of herself she did know.
This was also a problem for Joanne who identified feelings of shame and hate 
towards her self both physically and psychologically. She was unable to face up to 
who she was and accept herself which manifested quite starkly with her being 
unable to look at her reflection in a mirror:
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“The biggest difficulty I  have now is that I  can H face up to who I  am, I^d like to 
change who I  am, I  can V accept who I  am and I  find it, I  hate the way I  look 
and I  can V look at mirrors.” (Joanne)
Despite the lack of self-acceptance Joanne did believe that being aware of who she 
was in the past had helped her to make friends. For Melanie, there were inner- 
conflicts around what she does do and what she wants and believes she should do. 
With regard to her self-harming behaviour she had been able to rectify this 
dissonance with the rationalisation that it was the lesser of two evils and stopped 
her from overdosing:
“A few more scars is better than liver damage, erm so that*s kind o f my take on 
the self-harm now, ” (Melanie)
For Sarah the past appeared to offer her an identity:
“I  am glad I  went through it, because I  am me now. Does that make 
sense?,,. What doesn 7 breaks you, makes you, ” (Sarah)
For some identity took the role of ‘victim’ in terms o f the main thread o f their 
narratives being around what they perceived others to have done to them. This 
was particularly strong in the case of Fran with a difficult home life, bullying at 
school, physical abuse as an adult and being homeless.
4.4.9. Perception of Self in Relation to Others
A poor sense of self appeared to extend to difficulties with regard to beliefs about 
how others perceived participants. When making their own social comparisons, 
participants expressed that their sense of self was the norm to them as it was all 
that they had known. They only began to question this sense of normality when 
they were explicitly told by others about their difficulties.
Fran made assessments of herself through others:
“But Fm not aware, it is only recently that people have told me that I  detach a 
lot. But before that I  didn V realise it was Just normality ” (Fran)
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She went on to express how she wanted to be like others as she could see how she 
was different from them. Maxine, however expressed that she did not know what 
‘normal’ was and felt that it was probably related to fitting in.
When talking about her difficulties Louise supported the view o f Maxine about 
fitting into society:
“Some o f them are just difficult because I  have to live in a world with other 
people, ” (Louise)
There were some self-referential ideas with Joanne seeing everything being 
focused on her. For Louise this self-focus may have led to some difficulty in 
putting herself in the shoes of another:
*Pm just me, I  can V know what its like to be anyone else, ” (Louise)
Fran saw that others within a TC would all be the same as herself:
“I  think they are probably anxious like me, ”(Fran)
Linked with this, it also appeared to be hard for participants to judge the impact of 
their actions on others or have any idea about how others may view them:
“I  was working in the caring profession I  was concerned that maybe I  had 
impacted on clients or something, ” (Fran)
4.4.I.O. Maintaining Factors to Identity
This super-ordinate theme contained factors that appeared to maintain the current 
identity that participants had of both their self and their difficulties. These factors 
were how coherent their narratives were and where they placed their locus of 
control.
4.4.1.1. Coherence of Narrative
All participants showed evidence of incoherence (not understanding what things 
mean to them) in the narratives they presented. Verbalising historical information 
was difficult for some, particularly for three participants (Maxine, Sarah, Melanie)
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who all reported frequent or sudden geographical relocations in early, mid and late 
childhood:
“Where did I  go to school, I  am finding out.,.I^ve done a list o f fucking 
institutions. Fourteen, no, yeah, it was about fourteen, I  am not getting it right, 
fifteen or something it doesn V matter” (Sarah)
Needing some external verification of facts was also present, along with a clear 
internal understanding of difficulties being problematic. Difficulties seem to 
appear out o f awareness and they were unable to make sense o f them or put a 
name to them. Joanne had little self-awareness as to why she may loose friends as 
a child:
“I  had a couple, but i f  I  did have them then Fd lose them for some reason. ” 
(Joanne)
Self-conceptualisation of difficulties outside of a diagnosis was hard for all 
participants with their own ideas often being synonymous with their official 
diagnoses:
“I  need to know more about you know, in brackets Personality Disorder itself 
before I  even consider, you know calling it a different name. ” (Fran)
From finding it hard to self-conceptualise her difficulties initially Melanie was 
able to do so later in the interview with the idea of transitional problems at key 
stages o f development and trying to fit in.
In talking about her understanding of reasons behind her difficulties Sarah was 
relatively vague. Generally, few or too many explanations were offered to 
participants for the reasons and causes of their difficulties:
“In those days they didnH tell you anything... To be honest you have still got to 
fight to find out. ” (Maxine)
Reasons for referral to the TC did not seem overly clear to participants with the 
reasons for referral tending to be decided by others and participants knowing little
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about it. Louise had no idea why she had been recommended for inpatient 
treatment or why forensic services were assessing her. There was a scarcity of 
information.
There was a great quest for understanding beyond the name of their diagnosis. 
Fran went on to express how feared that no one actually knew anything. When 
faced with inconsistencies there was a search for patterns and specific reasons to 
attribute difficulties to:
“What I  crave is somebody to explain it all to me ... cos I  think well i f  I  donH 
know and you don V know then bloody hell who does know. ” (Fran)#
Maxine showed a greater coherence in explaining her physical difficulties and in 
fact her physical difficulties served as a gateway to psychological services. She 
also related to others within the TC in relation to possible physical problems. This 
comparison with physical illness may have given her a greater sense o f coherence 
for her diagnosis of PD. She had previously been told that PD could not be treated 
but she moved to believing it was manageable in the same way as her diabetes.
There was a greater sense of coherence about the way difficulties presented 
(symptoms and labels given to them) and the consequences of difficulties for 
participants. The most coherent thread offered was regarding onset of difficulties 
and that this stemmed way back into childhood:
“Erm, really young, even like at pre-school. Kindergarten kind o f thing before 
you would go to school. ” (Joanne)
An aid to the coherence of narrative and understanding for participants appeared to 
be studying and work experience. All but one participant had studied or worked in 
some kind of caring profession.
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Sarah was the only participant that showed some awareness o f the incoherence of 
her story by acknowledging that things would not come out clear straight away. 
She went on to attribute the reasons for this to trauma and language difficulties due 
to growing up in many different countries.
4.4.I.2. Locus of Control
The majority of participants talked in a way that may be interpreted to show their 
locus of control to be placed externally. Participants indicated a degree of 
unpredictability in their ability to internally control behavioural consequences of 
PD. Some indicated they felt they had little control as there were no clear 
indicators o f triggers to an escalation of difficulties. They also expressed a belief 
that understanding would bring more control. Participant’s felt that they had little 
control over their emotions and looked to others to gain awareness of how they 
were feeling:
“Judging by what others say, I  have learned to control it a bit more, ” (Louise)
An increase of control was perceived to be offered with a diagnosis:
“When I  got my diagnosis they said well this is cos o f the difficulties you had as 
a child. Then it was all about comfort because I  thought, thank God this isn V 
some genetic thing as that would be another way o f not having any control over 
it you know and you know, so yeah, ” (Melanie)
With regard to ongoing treatment there was a sense that participants had little 
control over this and were at the mercy of health professionals. Based upon past 
experience some participants believed they did not control self-change and placed 
responsibility for a shift in their difficulties externally. Fran hoped that if  she 
couldn’t change herself the TC could. She also indicated a sense o f a lack o f 
control over whether or not others understood her. Others indicated they felt that 
change was completely out of their control:
“No not always. What happened last summer was that I  thought I  was in 
control and I  clearly wasn *t... I  don *t think there is anything more that anyone 
can do (Melanie)”
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Maxine indicated the only way she was going to be able to control her behaviour 
of walking away from situations was to reside within the TC. Joanne placed 
control of her own thoughts firmly within herself but also expressed a desire for 
someone else to take control of these:
“It doesn *t matter what anybody says they can V change the way I  
think...Sometimes I  wish I  could be hypnotised or I  could lose my memory or 
something like you know, start again like that sort o f  thing. ” (Joanne)
There was some clear evidence of participants also believing they did have some 
control over their difficulties which may have changed over time:
“Before I  couldn *t control it. I  was hooked... Whereas now I  can control it a bit 
and just stop myself. ”(Louise)
Maxine talked about an ability to control her memories. Sarah offered a mixed 
picture with believing that she could prevent suicide as she was a “fighter” but 
also expressed that she had no choice with regard to whether she killed herself.
4.5. Hypothesis of an Illness Representation of PD
It has been suggested by Smith et al., (1999) that to further understand experiences 
elicited through IPA it is important to bring themes together and understand 
relationships between them in a similar way to Grounded Theory. One way 
suggested to encourage a move from patchy ideas to more abstract and holistic 
thinking is a diagrammatic representation. With this in mind, a suggestion for how 
themes may link together in the context of this sample group to form an illness 
representation for PD is shown in figure 2. The representation for this group 
would be situated in the context o f individuals being predisposed to having 
incoherent narratives and an external locus of control from their insecure 
attachment styles. These may be seen as maintaining factors to the poor sense of 
identity they have for their difficulties and the poor sense o f identity they have of 
their self. Both these senses of identity can overlap more or less at differing times 
depending on how strong the maintaining factors are. An individual may see self 
as synonymous with PD or as separate from PD depending on the current external
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narrative and current treatment/person in which they have placed responsibility for 
change. All o f these aspects interact dynamically.
IDENTITY OF 
DIFFICULTIES
IDENTITY OF 
SELF
Understanding of Cause Perception of Self
Understanding of 
Consequences
Perception of Self in 
Relation to Others
Emotional Experiences
Experience of Diagnosis
Experience of Treatment
MAINTAINING FACTORS TO 
CURRENT IDENTITY
Incoherent Narrative
External Locus of Control
Predisposing Factor: 
Insecure Attachment
Figure 2. Hypothesis - Illness Representation o f Personality Disorder
Tracy King Research Dossier: Research 3 Major Research Project 210
5.0. DISCUSSION
The discussion will attempt to form a coherent narrative around illness 
representations in PD in a way that, ‘makes sense,’ to the researcher.
5.1. Summary of Findings
There were no differences found between those interviewed and those that were 
not, except for the variable of gender. The sample group were all females. They 
were predominantly aged between 20-29 years, were white British, educated to 
GCSE level and currently unemployed.
The aim o f describing the specific subtype and severity of PD within the sample 
group using DSM-IV criteria was met and findings indicated that personality 
disturbance in the sample was severe enough for people to seek treatment. 
However, as not all scales on the PDQ4+ were shown to be reliable this measure 
of overall severity may be problematic. The majority of the sample group 
presented with Cluster A, PDs, mostly Paranoid and Schizoid. Both of these 
scales were shown to be reliable measures so this is more likely to be a truer 
representation. The most common combination of clusters for the group was A 
and C, however not all PD scales in Cluster C were reliable so again this may be a 
distorted. Additionally the amount of participants presenting in cluster B may not 
be representative as only one of the PD scales (antisocial) was found to be reliable. 
The validity of the scales were also called into question as the majority of 
participants presented in a way that may indicate lying, responding randomly or 
not taking it seriously. One participant also presented in a socially desirable way 
by underreporting difficulties.
The aim of describing the attachment related dimensions of anxiety and avoidance 
within the sample group was also achieved. As to be expected with a diagnosis of 
PD, attachment insecurity for the sample group was found to be significantly 
higher than the general population on both the anxiety and avoidance dimensions. 
The interview group were slightly higher in attachment related avoidance than
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anxiety. The scales for both dimensions were found to be reliable so it can be 
assumed this is a true representation of the group.
The aim o f exploring the illness representations of people with a diagnosis of PD 
was reached with the following findings: The way that participants made sense of 
their difficulties was conceptualised as the identity they constructed for them. This 
identity was formed from a number of dimensions involving cognition, emotion, 
and experience both internal and external. The identity that participants 
constructed for their difficulties appeared to be linked with the identity they 
constructed for their self and their perception of self in relation to others. Both the 
identity that participants gave to their self and to their difficulties appeared to be 
maintained in its current form through the coherence of their narrative and their 
locus of control.
Understanding of cause to be environmental and not genetic appeared to offer 
comfort to participants as it separated them from their diagnosis. To imagine they 
were bom with their difficulties was linked with the PD being synonymous with 
self. The consequence for participants of perceived negative childhood 
experiences were a number of symptoms of negative cognitions, extreme and 
unpredictable emotions and impulsive behaviours that differentiated them from 
others and made them unacceptable within society. There was little sense of 
belonging for them. This was exacerbated by the isolation they felt preventing 
them from forming lasting relationships with significant others. They would either 
be over-involved with others and alienate them or be under involved. Little 
contact with others appeared to reinforce and maintain the sense o f not fitting in 
and when locus o f control was placed externally this was problematic if  there were 
not others around, as little control over difficulties was perceived.
The experience of a diagnosis seemed to offer a sense o f separation of the 
difficulties from self. Although diagnosis helped to make sense of the experiences 
that people had, it also served to further alienate them in society. There was 
reluctance for health professionals to be explicit about diagnosis which heightened
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the confusion that individuals had about their own PD. Overall there was little 
understanding of what PD meant as evidenced in incoherent narratives and when 
faced with professionals who also showed little understanding through incoherent 
narratives, participants found the diagnosis harder to identify with. This again was 
problematic within the context of locus of control being external.
Experiences of treatment were based upon a general mistrust of professionals and 
their lack o f transparency. Medication appeared to be offered to people far more 
than therapy and it was experienced as a short-term fix. There was a quest for 
understanding and a welcoming of therapy should it be offered. For many, a TC 
was seen as their last chance for a ‘normal’ life. All of the above was expressed in 
an incoherent narrative o f vagueness, lack of recall, inconsistency and 
ambivalence.
This incoherence o f narrative was also likely to be linked with the individual’s 
sense of self which appeared to be poor in this sample group. Participant’s 
believed they were ‘normal’ until told they were different from others. Putting self 
in the shoes o f another was also difficult with perceptions of everyone being the 
same as them and not being able to see the perspective of another.
A poor sense o f identity for both difficulties and self fits within the context o f a 
diagnosis of mostly Cluster A and C PDs with their trademark anxieties and 
avoidance of others. These diagnoses sit in the further context of insecure 
attachment as the evidence based would suggest.
5.2. Findings in the Context of Existing Research
How findings related to the research questions posed will be discussed within the 
context o f the current evidence base.
Tracy King Research Dossier: Research 3 Major Research Project 213
5.2.1. Do People with a Diagnosis of PD have a Coherent Model of their 
Difficulties?
Participants in this study did not present with a coherent model o f their difficulties. 
This is suggested to be related to the insecure attachment presentation of the group 
as coherence is linked with optimal attachment experiences (van IJzendoom, 1995) 
and markers of coherence are measured in personal discourses in the AAI (Kaplan 
& Main, 1985).
Like Bowlby (1969) suggests may be the case with psychopathology, all 
participants reported a perception that their early childhoods were difficult. 
Within the framework of Attachment Theory it may then be assumed that 
participant’s created negative IWMs about the self, world and others (Bowlby, 
1988). There was a slightly higher presentation on the avoidant dimension for the 
interview group and a fair proportion of the group who reported hiding their 
feelings from others. This may be linked in with Ainsworth et al’s., (1978) 
observation that avoidant children have little desire for proximity or comfort from 
the caregiver and Bowlby’s (1988) suggestion that avoidant children tend to deny 
or suppress distress to avoid further distancing from significant others. 
Participants may well have been this way from an early age and it is likely from 
reports that participants offered about their parental relationships.
However, as Thompson (1988) highlights, attachment behaviours do not always 
stay consistent throughout the years. This will only occur if  the IWMs allow 
people to function in a way they perceive to be effective (Bretherton, 1985) which 
again may have been the case for this group. Such shifts would lend support to the 
ideas of the DMM (Crittenden, 1995) as people have different strategies from each 
other and different strategies at different times of their lives. All reported increased 
isolation which was functional for them in the sense that they avoided the 
perceived source of their difficulties -  other people. This could be a defensive 
denial o f a need for closeness (Carmichael & Reis, 2005) which predisposed 
participants to be less likely to seek help and support from significant others 
(Mikulincer et al., 2002). This sense of isolation is also problematic in terms of
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the importance of reproductive relationships for psychological well-being that the 
DMM (Crittenden, 1995) suggests.
As the IWMs of participants appeared to be negative, it may be assumed and did 
appear evident in their stories, that they experienced caregivers as unresponsive. 
This presented in both the rejecting end of the spectrum and the over-controlling 
end of the spectrum. IWMs seemed to be present of the self as unlovable and 
others as undependable which means that the group would be predisposed to 
difficulties with regulating affect and personal autonomy (Bowlby, 1988). 
Participants may not have had a secure attachment experience as children to 
facilitate a move to personal autonomy as adults (Ryan & Deci, 2000). This is 
likely to be the reason that the locus of control for the group was external (Cochran 
& Laub, 1994) with them feeling they were at the mercy of professionals and had 
little ability to self-regulate thoughts, feelings and behaviours (Maltby et al., 
2007).
It was clear from the incoherence of the narrative offered by participants that the 
ability for self-refiexivity was poor. There were also indicators of a poor theory of 
mind and empathy for others through seeing the world from their perspective. 
Fonagy et al., (2002) notes that without the ability to self-reflect a person cannot 
understand others or internalise these representations to form the self or the 
identity, which appeared to be the case with this group. As Winnicot (1967) 
termed it, the participants may not have had early experiences with others that 
reflected back their sense of self so they may have found it hard to internalise this 
image of themselves as separate from others (Smith et al., 2001).
Support for this may be seen in some members of the group needing to be the 
same as others and perceptions that others were the same as them. This happens 
when containment through an internalisation of self-soothing ability (Kolk & 
Fisler, 1997) has not been possible and the person takes the view of others as the 
view of self (Fonagy et al., 2002). The ability to self-soothe did not seem present 
for participants which may have led to an expectation upon others to soothe them 
(Sarkar & Adshead, 2006). The behaviours of self-harm and suicide attempts may
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be as Main and Herse (1990) suggest a result o f individuals trying to free the self 
by destroying the other within the self.
Development of self was clearly a problem in the sample group as evidenced by 
incoherent narratives. There was a difficulty in linking knowledge, feeling, 
memory meaning and action with vague accounts and poor understandings. 
Ability to do these things is linked with a normal development of self (Ryle & 
Kerr, 2002). Processes to interfere with the development of self that were evident 
in the sample linked with Kohut’s, (1977) suggestions. People spoke little of: 
admiration from parents, aspiring to their parents, feeling protected by them (in 
some cases they were the source of threat), feeling close to them or similar to them 
(in some cases the difference was highlighted). Where overt trauma occurred this 
would be likely to make it even more difficult for them to integrate a sense of self ; , 
(Main & Herse, 1990).
Without the sense of self that was present in the group it was difficult for 
participants to recognise their own needs effectively. With higher attachment 
related avoidance individuals appeared to minimise their needs and have , / 
unrealistic expectations about the availability of others to meet them with some | 
over-involved attachments forming. However, as attachment is on a continuum, * 
individuals also presented with a degree of attachment related anxiety which is 
linked with maximising needs and being unable to appraise if  threats are a reality 
and if  anyone is really capable of meeting needs. All these difficulties put 
participants at risk o f psychopathology (Dozier et al., 1999) from a young age. 
This has a potentially chronic prognosis according to the neurobiolgical evidence 
highlighting the importance of the right hemisphere in the development o f self, 
empathy and affect regulation (Wang, 1997; Adolphs et al., 2000; Devinsky, 
2000).
The risk o f psychopathology is further exacerbated and maintained by participants 
avoiding others and their external locus of control. Both social support (Barrera 
1986: Cohen 1988) and an internal locus of control (Maltby et al., 2007) would be 
a protective factor for the development of difficulties. As Fonagy et al., (2002)
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suggests if  participants could have just one secure relationship this may help them 
to develop self-reflective processes.
Participants described feeling ‘normal’ until told by others that they were different. 
So in a sense the difficulties seen in PD maybe become a threat when a person gets 
older and has to ‘fit in’ to society with others. The difficulties create a framework 
for the individual understanding their self in relation to others. As Mikail et al., 
(1994) suggests this group tended to become frustrated with their chronic 
difficulties, dissatisfied with treatments and may also be perceived to sabotage 
effectiveness of treatment through difficult interpersonal relationships they 
described with teams.
The incoherence of narratives was also likely to maintain the poor sense of self 
present. It may be what Laing (1960) describes as the ‘ontological security’ o f the 
individual has been upset when they begin to discover how they differ from those 
around them. The impact of this upset is likely to be greater as they have not had 
the opportunity to experience others as different from self at an early age where 
attachment experiences have not been optimal. As Larsen (2004) identifies the 
impact of experience of an illness for the first time leaves people uncertain about 
their sense of self. If  the sense of self that participants had was a sense of self as 
seen in another the realisation of difference is likely to have a destabilising impact.
Once destabilised participants appeared to quest for understanding and search for 
some coherence of narrative so things could make sense to them once more and 
equilibrium could be maintained. Similar to the work o f Larsen (2004) the 
diagnosis o f PD appeared to reduce their sense o f uncertainty as their sense o f self 
began to fît together within the framework of the categorisation placed upon them. 
At the same time as the diagnosis provided them with an identity they perceived 
the views of others to be negative towards the label, confirming previous work on 
the stigma of PD (ESMHCG, 2005) and once more replicating the findings of 
Larsen (2004). With this stigma there was a reluctance o f health professionals to 
be explicit about diagnosis or to offer treatment to participants in a similar way to 
experiences summarised by NIMHE (2003).
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Some support for these ideas may be seen through the effectiveness of TC 
treatments (Reed 1994, Dolan & Coid, 1993) that allow people to be with others 
like their self. This may compensate for the reflection of self that they were not 
afforded at an early age. Once the sense of self is created or stabilised people may 
then have a stronger foundation upon which to build a coherent narrative about 
both their life and their difficulties.
5.2.2. Can the Self Regulatory Model be Used to Understand how People 
Make Sense of the Experience of Having a Diagnosis of PD?
Application o f the SRM enabled the areas that prevented participants from making 
sense of their experience to be highlighted. In that sense it is a useful framework 
to understand the challenges experienced by those with a diagnosis of PD when 
trying to gain understanding. However, the model rests upon dynamic, ongoing 
appraisals of situations which are meta-cognitions that rest upon an ability to self- 
reflect. This is problematic when applied to a group of people in the context of a 
history of insecure attachment with a poor development of self.
The SRM suggests that people use ‘common sense’ when faced with the threat of 
illness (Benyamini et al., 2004). However as participants in this study looked 
externally for this definition of ‘illness’ and were unable to conceptualise their 
own difficulties with many in fact feeling ‘normal’ until told by others, the idea of 
illness being a threat is ambiguous. Therefore the function of health related 
behaviours that Leventhal et al., (1980; 1984) saw in terms of closing the gap 
between current health and desired health may also be less relevant for these 
participants.
With the poor sense of self that individuals presented with it was hard for them to 
make judgments regarding their current health without looking externally. The 
poor sense of self also contributed to them finding it hard to understand the minds 
o f others and make judgments as to what it might be like to be ‘normal’. In this 
way it is ambiguous whether the consequences and symptoms of PD upset their 
existing status quo or whether the issue sits more in the sudden realisation they are 
not like others and the impact this has on their sense o f self. Such an ambiguity is 
likely to make it hard for the illness to make sense to them. Regaining the status
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quo may be more about a struggle to fit in, than a direct treatment of PD, as PD 
was often seen as synonymous with self. Such integration was shown by Jackson 
et al., (1998) to not always be the best style in mental illness as it was linked with 
higher rates of depression.
Although participants may have gone through the same stages of the SRM as those 
with other illnesses, the integration o f PD that occurred either in the past or the 
present meant their experiences at each stage appeared to differ. Participants 
interpreted their difficulties from social messages from others as suggested by the 
SRM but a poor sense of self was likely to have made it difficult for them to have 
formed coherent representations o f how they saw their PD, what they felt about it 
and what they might like to do about it.
Not only did participants have a poor sense of identity o f self they had a poor 
sense o f identity o f their difficulties. Like Horowitz et al., (2004) found in heart 
patients this prevented participants from being able to notice symptom escalations. 
Identity of difficulties then seemed to encompass others as participants noted 
things would be fine if they isolated themselves from society, coping through 
avoidance. Such avoidance does not cope with the inner emotional distress they 
may then experience without being around others who can reflect back the self 
which they cannot see. With an incoherent sense of self and a diagnosis that 
makes little sense, as this is also not reflected back from the health professionals 
around them, it seemed hard for participants to evaluate their responses.
Like Leventhal et al., (1992) and Salkovskis (1989) highlight with 
hyperchondriasis, people with PD need to be offered a coherent model o f their 
diagnosis or they will continue to function from their existing model that leads to 
maladaptive coping. For this sample group neither the individual nor 
professionals, they reported, appeared to have a coherent model of PD. This is 
problematic, as without a coherent representation of what difficulties are, why they 
are there and how best to treat them it is difficult to appraise the effectiveness of 
any interventions made for both the client and the professionals involved. Without 
such a dynamic appraisal system to guide behaviours illness representations are 
unable to be re-evaluated. Therefore, in the case of this group of people with a
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diagnosis o f PD, there seemed to be a blockage at the appraisal aspect o f the SRM 
creating a stalemate for change. So, unlike findings that show the SRM applies 
well to chronic physical illness (Leventhal et al., 1992) and chronic psychological 
illness in the case of schizophrenia (Lobban et al., 2005) this may not be the case 
for a psychological disturbance that is as intertwined with the attachment system 
as PD.
5.2.3. Do People with a Diagnosis of PD Use the Same Five Types of Beliefs 
from the Self Regulatory Model to Form Models of their Difficulties?
The relative importance of the five beliefs of the SRM varied from other studies as 
to be expected (Hirani et al., 2006). Participants were found to use two o f the 
beliefs from the SRM to represent PD in the form of their beliefs about cause and 
consequence. This links with findings of Fortune et al., (2004) and Lau and 
Hartman (1983) who studied depression. Few people use all five beliefs in their 
illness representations and the majority of research shows two dimensions are 
often used. The most common previous models have been a combination of 
consequences and identity.
Identity was coded as a belief in this data but was seen to be made up of the other 
beliefs and take a differing form to the identity (labels, signs, symptoms) described 
in the SRM. There was also evidence of the control belief but this was coded as a 
general locus of control sub-theme as opposed to directly being related to a 
possible cure or control of PD as within the SRM. The cognitive representation, 
five belief aspect of the model did not account for the emotional experiences, 
treatment experiences (also found in. Home, 1998) and diagnostic experiences that 
the data revealed.
However emotional responses are a part of the overall SRM and both treatment 
experiences and diagnostic experiences have contribution to overall coherence of 
the illness representation shown to be important in the SRM. These were new 
dimensions added to the IPQ by Moss-Morris et al., (2002). A split in the 
dimension of control has been suggested by Moss-Morris et al., (2002) into 
personal control and treatment control. A similar split in the data for this study 
was found and was seen as a theme that could be encapsulated by locus of control.
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The consequences dimension has been mostly related to coping (Kinney, 1999) 
with more difficult symptoms being linked with it being harder to cope. As the 
focus for participants was external, many of the consequences of their difficulties 
were discovered through feedback from others. If  that feedback highlighted the 
difficulty of symptoms it may have made coping more difficult for them. 
Therefore the avoidance o f others experienced by the sample group may represent 
some form o f ‘adaptive coping’ to avoid feeling unable to cope.
Like (Lobban et al., 2003) highlights has happened in previous work, the 
dimension of timeline or prognosis did not directly come up. Again there were 
some participants who spoke about there being no cure, as PD was a part of them, 
but this was interpreted to fit better into themes o f perception o f self. This 
included perception of self in relation to others similar to Birchwood et al., (2000).
5.3. Why doesn't the SRM fit PD?
As not all parts of the SRM were applicable to the sample group in this study some
consideration needs to be made to why this may be. Illness coherence has not
been directly researched for mental illness (Lobban et al., 2003) and this may be
an important factor in how well the SRM can be applied to understand how people
make sense of their illnesses. It may be that there is a distinction between those
who simply present incoherent models about their illness and those who present
with generally incoherent narratives. This sample o f people diagnoses with PD
presented with both and this seemed to override other aspects of the model leaving
them stuck at the appraisal stage without being able to adapt coping responses.
Therefore any illness representation for this group of people must consider what is
different about also having a generally incoherent narrative and contributors to 
this.
5.4. Impact of Researcher
I began the research with a preconception that understanding of a condition would 
be beneficial for a person. This may have had some influence upon my 
interpretations and focus on coherence. In reflecting back over the pre-research 
interview conducted of my views I also noticed that I had expected to find an
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external locus o f control in individuals with insecure attachment and that people 
with this classification may find it hard to help themselves. I had forgotten these 
ideas at a conscious level but wonder what impact they had on me finding the 
points that appeared salient in the text.
In my reflections after two of the interviews I had already begun to gain 
impressions with regard to there being a poor sense o f self for these two 
participants, perhaps priming me to look for this in others. Like other research 
there was not reference in this data to the timeframe/prognosis aspect of the SRM 
and I wonder how much not seeing any reference to this as a stand alone theme 
and merging it with other themes reflects both patient and professional avoidance 
o f discussing the likelihood of a good prognosis in a chronic condition such as PD.
My role as a trainee clinical psychologist also framed my approach to the research 
in terms of seeing themes in a similar way to how I would formulate difficulties 
with a client.
5.5. Evaluation and Future Research
The sample group for this study was clearly small (N=6), however as Guest et al., 
(2006) suggest meta-themes can occur as early as 6 interviews. Even if  it is 
accepted that the themes found are relevant to the group the small sample makes 
findings hard to generalise to other populations (Henwood, 1996). Although 
according to Smith and Osbom (2003) it is possible to make specific statements 
about participants and to hypothesise that group level themes may be relevant to 
similar populations. Any such tentative suggestions would only be relevant for 
females presenting with a diagnosis of PD that show insecure attachment. Future 
work would need to involve male participants. For findings to offer adaptations to 
current quantitative measures of illness representations such as the IPQ, a larger 
sample group would clearly be required.
There may have been difficulties with the quantitative measures applied in this 
study. The measure of attachment with the ECR-R was self-report. There are no 
validity scales for the measure so it is not clear how true a representation of 
attachment insecurity was gained in the context of the difficulties with the validity
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of the PD measure. Future work may avoid this by using a more objective 
measure which is interview based such as the Adult Attachment Interview (Kaplan 
& Main, 1985). The researcher was not trained to administer this but use o f this 
method would be interesting in light of the incoherence of narrative theme found. 
Similarly the PDQ 4+ was a self-report measure and the validity scales highlighted 
difficulties. The inconsistencies shown may actually be expected in the context of 
the poor sense of self that the sample group presented with. Inconsistencies may 
be internal ambivalences rather than be representative of intent to sabotage results. 
Future work could combine the measure with clinical interview to gain a more 
objective picture.
The method of interview analysis may also have not been the most appropriate in 
retrospect when considering the difficulties with coherence of narrative. The 
analytical process is based upon language. It may be that some experiences were 
not able to be captured (Willig, 2001) due to the participants finding verbal 
expression sometimes difficult. As incoherence and a poor sense o f self appeared 
to offer difficulties to both the qualitative and quantitative research methods an 
integrationist approach examining the same variables with both methods in the 
same study may be appropriate in the future. This would be more complementary 
and is likely to offer richer data.
Use o f a service-user consultancy group was invaluable in this research. The 
mood rating suggested by a service-user allowed the researcher to know that the 
interviews were not contributing to undue distress for participants. There was also 
evidence of interviewing helping a participant to create a more coherent 
conceptualisation o f difficulties which (Coyle & Wright, 1996) suggest reduces 
distress. It is inevitable that some of the themes outlined are a reflection o f the 
questions employed in the semi-structured interview (Coyle & Rafalin, 2000) 
which were based around the SRM so the themes found that linked with this may 
not have emerged spontaneously. However, the semi-structured nature of 
discussion did allow for additional themes to emerge. I have no way o f truly 
knowing how my own phenomenology influenced the themes I saw as salient but 
attempts were made to minimise this through continuing to engage with the data 
beyond originally salient themes.
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The research met the criteria outlined by Yardley, (2000) and Elliot et a l , (1999). 
Validity o f themes were checked, my own perspective as the researcher was 
owned and the sample was situated in the context of a diagnosis of PD, insecure 
attachment and a homogenous group of females.
5.5.1. Clinical Implications
Understanding how an individual represents their difficulties links in with 
treatment adherence. This highlights that with any referral clinicians may do well 
to gain a picture of how an individual currently represents their difficulties by 
using something like the Illness Representation Interview used in this study in a 
semi-structured assessment interview. This could then be re-administered at points 
throughout treatment to gain some qualitative information with regard to change 
and coherence of narrative for people.
The model suggests that behavioural responses to coping must fit with the illness 
cognitions and emotion. If these are not readily accessible in a coherent way and 
cannot be made coherent by health professionals then inaction may be a response 
which compounds the chronicity of the PD. Modification o f illness 
representations can shift a person’s thoughts, feelings and behaviours in mental 
illness (Lobban et al., 2003). Moving representations to a position of greater 
coherence would be important according to Stockford et al., (2007) as without 
coherence with regard to the pros and cons of a condition people can often be 
stuck at the pre-contemplation stage of change. This would be an interesting area 
for future work.
Forming a coherent narrative appeared to be a longed for position for participants 
in this study. This may indicate that intervention for these participants would be 
best placed at improving this coherence. By default this is likely to begin to shift 
their locus of control to being more internal with greater understandings. A key 
message that re-iterated findings of previous studies was that those with PD 
require time and explicit information about their condition to be offered to them. 
This suggests some programme of basic psycho-education is likely to be a good 
starting point for engagement prior to more in-depth long term work. This idea
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maps onto the structure of Dialectical Behaviour Therapy (Linehan, 1993) which 
has been found to be an effective treatment for a PD population (Palmer, 2002).
5.6.Conclusion
The SRM was a useful framework for understanding the illness representations of 
participants within this study with a diagnosis of PD in as much as it highlighted 
areas in which these may differ from previously researched mental illness. These 
differences were in terms o f both the cognitive representations salient to their 
experience and there being difficulties present at the appraisal phase of the SRM. 
Reasons for findings appeared to be intertwined with the link that PD has with 
insecure attachment. Attachment difficulties contribute to a poor sense of self 
which was present in this sample group. This was linked with it being difficult for 
them to develop an internal coherent model of their difficulties which suggests the 
existing modes o f coping present, o f avoiding others and periods o f self-harm, are 
likely to continue until an alternative model is developed. Clinically this 
highlights the importance of measuring illness representations and of helping 
clients to build coherent representations of their difficulties. In research terms the 
findings suggest that any future investigation of those diagnosed with PD has to 
consider the poor sense o f self these individuals are likely to present with due to 
the non-optimal attachment experiences they are likely to have had.
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7.0. APPENDICES
Appendix A: Presenting Symptoms and Comorbidity of Personality Disorder 
Sub-types 
Cluster A
The symptoms present in Cluster A resemble those of the less severe prodromal 
(beginning) and residual (end) stages of schizophrenia. An individual with 
paranoid PD is suspicious of others. They expect to be exploited by the world and 
tend to be secretive and hypervigilant to the possibility of abuse. They can appear 
hostile and respond with anger to perceived wrong doing. They can experience 
jealousy and hold long grudges in relationships. They do not believe people can be 
trusted. This subtype co-occurs most with schizotypal, borderline and avoidant PD 
(Morey, 1988).
Individuals with schizoid PD seem to not want or enjoy social relationships. 
Others perceive them as boring and aloof, they may not appear to feel empathy for 
others. They do not report feeling strong emotions and do not experience much 
pleasure. Generally they are loners. Co-morbidity is highest with schizotypal, 
avoidant and paranoid due to the similar diagnostic criteria these have (Davison & 
Neale, 2001).
People with schizotypal PD have interpersonal difficulties similar to the schizoid 
PD in addition they have excessive social anxiety that does not go away when they 
get to know someone. They may have odd beliefs and magical thinking. These 
people may be eccentric and use words in an unusual way. They may have ideas 
of reference (events have unusual meaning for them), suspiciousness, flat affect 
and paranoid ideation. It is often co-morbid with schizoid, paranoid, avoidant, 
narcissistic, and borderline (Morey, 1988).
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Cluster B
PDs within Cluster B have a range of symptoms from extremely high or low self­
esteem, extreme emotional responses and extreme antisocial behaviour. 
Borderline PD shows impulsivity and instability in relationships and self-image 
(Blais et al., 1997). Emotions can be erratic. Individuals can be unpredictable 
engaging in arguments as they are quick to take offence and are irritable. They 
can be difficult for others to be around. Behaviour is also unpredictable for 
example, excessive gambling, spending, sexual activity, eating, all o f which are a 
form of self-harm. There can also be dissociative symptoms. They do not like to 
be alone and fear abandonment so can demand attention. Feelings of depression 
are frequent and they often attempt suicide and self-harm. Co-morbidity is often 
found with post traumatic stress disorder, eating disorders (Skodol et al., 1999) and 
Cluster A PD’s (Zanarini et al., 1998).
A diagnosis of histrionic PD is given to people who appear to want attention and 
be overly dramatic. They often use aspects o f their physical appearance to draw 
attention to themselves. Others may perceive them as emotionally shallow allow 
they may make grand gestures of emotion. They are uncomfortable when they are 
not the centre of attention and are self-centred. They can be inappropriately 
sexually provocative and seductive. They may have strong opinions but there is 
little detail in their speech. The diagnosis is more common among women than 
men (Corbitt & Widiger, 1995). It is often co-morbid with borderline PD 
(Davison & Neale, 2001).
Individuals diagnosed with narcissistic PD have a grandiose view o f themselves, 
thinking they are special. They are very self-centred and expect others to do 
unreciprocated favours for them. They lack empathy and tend to be arrogant, 
taking advantage o f others. They also tend to have extreme responses to criticism. 
This is often co-morbid with borderline PD (Morey, 1988).
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For antisocial PD, a person has to have conduct disorder before the age of 15. The 
main symptoms of this are truancy, running away from home, lying, stealing, 
arson and deliberately destroying property. This pattern of behaviour is continued 
into adulthood with inconsistent employment, law breaking, irritability, physical 
aggression, financial debts and reckless behaviour. At least 60% of children with 
conduct disorder go on to develop antisocial PD (Myers et al., 1998).
Cluster C
Cluster C contains anxious and fearful PDs. Avoidant PD applies to people who 
are very sensitive to criticism, rejection or disapproval. Due to this, they do not 
enter into relationships unless they are sure they will be liked. They can become 
totally isolated. They believe they are inferior to others and are reluctant to try 
new things. It is co-morbid with dependent PD (Trull et al., 1987) and borderline 
PD (Morey, 1988). The central theme for those with dependent PD is a lack of 
self-confidence and lack of autonomy. Others are seen as powerful and they are 
perceived as weak. They will do whatever they have to in order to maintain 
relationships, this may be always agreeing with others (Stone, 1993). They feel 
uncomfortable when alone and want to be taken care of. They hide their own 
needs in preference to those of others as they for fear abandonment. If  a 
relationship ends they move into another relatively quickly. It is co-morbid with 
borderline PD, schizoid PD, histrionic PD, schizotypal PD and avoidant PD 
(Davison & Neale, 2001).
The Obsessive-compulsive PD person is a perfectionist, preoccupied with details, 
rules and planning and making lists. Attention is to detail which may mean things 
often go unfinished. They are work more than play oriented and find it hard to 
make decisions. A ‘control freak’ is often used as a term for these people as they 
are rigid, formal and inflexible. They are unable to throw away useless objects 
and can be perceived as miserly. It is most highly co-morbid with avoidant PD 
(Lassano et al., 1993).
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Other Personality Disorders
Depressive PD and passive-aggressive (Negativistic) PD were added into the 
appendix o f the DSMIV (APA, 1994). There has been controversy over the 
reliability and validity of depressive PD (Phillips et al., 1998). Although Huprich 
(2001) states that there is a large body o f supporting literature for the diagnosis. A 
person’s mood is gloomy and unhappy as they have beliefs o f inadequacy and 
worthlessness and low self-esteem. They are critical and blaming to self and 
others. They are pessimistic and prone to guild and remorse.
With Passive-aggressive (negativistic) personality a person has the appearance of 
passivity or inability, but this is designed to avoid responsibility or to control or 
punish others. Passive-aggressive behaviour can be seen in procrastination, 
inefficiency, or unrealistic protests of disability.
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Appendix B: Transtheoretical Model of Change
This model identifies five stages of change:
1. Precontemplation - no intention to change in foreseeable future. People 
may be unaware of the existence or severity of their difficulties.
2. Contemplation -  awareness of problem and thinking seriously about 
tackling it but has not yet made a commitment to take action.
3. Preparation - intending to take action in the next month and have 
unsuccessfully taken action in the past year.
4. Action - modifying behaviour, experiences, or environment in order to 
overcome difficulties.
5. Maintenance -  prevention of relapse and consolidation of gains after 
action.
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Appendix C; Local Research Ethics Committee Approval Letter
Dear Miss King 
Full title of study:
REG reference number:
Illness Representations and the Attachment Related 
Dimensions of Anxiety and Avoidance for individuals 
with Personality Disorder: An Exploratory Study 
06/Q0801/96
Thank you for your letter of 21 August 2006, responding to the Committee's request for 
further information on the above research and submitting the revised Information Sheet.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment (SSA. 
There is ho requirement for [other] Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Application 1 24 July 2006
Investigator CV 12 July 2006
Protocol 1
An advisory com m ittee  to  South W est London Strateg ic  Health A uthority
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Page 2
Covering Letter 18 July 2006
Letter from Sponsor 21 June 2006
Questionnaire: The Experiences in Close Relationships 1
Questionnaire: Personality Questionnaire PDQ-4 1
Letter of invitation to participant 1
Participant Information Sheet 2 21 August 2006
Participant Consent Form 1
Personal Information 1
CV of Chief Investigator 18 July 2006
Letter of Indemnity 28 July 2005
Response to request for further information 1 21 August 2006
Publication: Eating Disturbance and Severe Personaiity 
Disorder
2006
Publication: The Properties of Self-Report Research 
Measures
2002
Publication: Attachment and Borderline Personality 
Disorder
2005
Research governance approval
You should arrange for the R&D department at all relevant NHS care organisations to be 
notified that the research will be taking place, and provide a copy of the REG application, the 
protocol and this letter.
All researchers and research collaborators who will be participating in the research must 
obtain final research governance approval before commencing any research procedures. 
Where a substantive contract is not held with the care organisation, it may be necessary for 
an honorary contract to be issued before approval for the research can be given.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
rÔ6/Q0801/96 Please quote tfiis number on all correspondence
With the Committee’s best wishes for the success of this project
Yours sincerely
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Appendix D: Local Research & Development Approval Letter
Dear Tracy,
Research Title: Illness representations and the attachment related dimensions of
anxiety and avoidance for individuals with personality disorder: 
an exploratory study
Project ID: PF313
Following various discussions your project has now been approved. This letter ensures 
that you and the researchers holding a Trust/NHS contract are indemnified by the Trust 
under DoH HSG (96) 48 (only for non-commercial research). Under your contract of 
employment you are required to adhere to the Research Governance Framework and 
Trust research monitoring procedures.
in addition to ensuring that the dignity, safety and well-being of participants are given 
priority at ail times by the research team, you need to ensure the following:
•  Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or full) are allowed to make contact with patients.
•  Informed consent: is obtained by the iead or trained researcher according to the 
requirements of the ethics committee. The original signed consent form should be kept 
on file. Informed consent will be monitored by the Trust at intervals and you will be 
required to provide relevant information.
•  Data Protection: All data involving patient data wiil remain anonymised, where 
possible, and held on protected systems so as not to compromise the Data Protection 
Act.
•  Adverse events reporting: Adverse events or suspected misconduct must be 
reported to the R & D department, in conjunction with the Ethics committee.
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Term s and conditions o f  Approval
•  Annual review: An annual review form will be sent to you, which you will be required 
to complete and return to the R & D Department.
•  Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the R & D Department.
•  Publications: Any publications will need to be reported to the R & D Department. This 
is vital in ensuring the quality and output of the research for your project and the Trust 
as a whole.
The R & D  Department needs to be informed of any changes to the protocol such as 
patient recruitment, funding, etc. If any major changes are made to the protocol then this 
would need to go to the R & D  Committee.
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Appendix E: University of Surrey Ethics Approval Letter
16 October 2006
Dear Tracy
Reference: Illness representations and the attachment related dimensions o f anxiety and 
avoidance for individuals with Personality Disorder: An exploratory study
Thank you for your submission of the above proposal.
The School of Human Sciences Ethics Committee has given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the School Ethics Committee.
Yours sincerely
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Appendix F : Letter of Invitation
Tracy King 
Trainee Clinical Psychologist
Department of 
Psychology 
University of Surrey
Guildford
Surrey GU2 7XH, UK 
Tel: +44(0)1483 689441 
Fax: +44 (0)1483 689437 
Email:
psm2tm@surrey. ac. uk
Dear
RE: A research study on reasons for referral to the Therapeutic Community.
The University of Surrey and the Therapeutic Community would like to invite you to take part in a 
research study about people’s reasons for being referred to the Therapeutic Community. To gain a 
better reflection of the range of people’s views and experiences, the more people that take part in 
the study, the better so we hope you will consider it. However, it may not benefit you directly and 
you do not have to take part. Whether or not you take part will not affect the service and care that 
the Therapeutic Community offers you. Before you decide we would like to explain why we are 
doing the research and what taking part would involve. There is an information sheet enclosed 
which gives more details. Please take time to read this carefully and discuss it with friends, 
relatives, care team and your GP if you wish. Please ask us if there is anything that is not clear or if 
you would like more information (further details of how to do this are given at the end of the 
information sheet).
This research is designed to improve our understanding of the range of people’s views and 
experiences of considering treatment at the Therapeutic Community and we hope that the study 
will contribute to improving what the Therapeutic Community and other similar services offer 
people in the longer term. This study is trying to find out what reasons have led to your referral to 
the service. As part of this, the study asks various questions about how you experience 
relationships with others. You have been chosen to be invited to participate in the research because 
you have been referred to the Therapeutic Community and we are asking everybody who is referred 
to take part in this research at the moment.
Please let us know whether you would like to take part or not, after reading the attached 
information sheet, by returning the enclosed consent form within two weeks in the smaller stamped 
addressed envelope. If you do decide to take part please also complete the questionnaires and 
return them in the larger stamped addressed envelope provided in your information pack. You are 
free to withhold any personal information or to withdraw at any time without giving us a reason. 
Once again, if you have any questions or need more information, please do not hesitate to contact 
us.
With many thanks for taking the time to read this.
Yours sincerely , Tracy King, Trainee Clinical Psychologist
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Appendix G: Information Sheet
PARTICIPANT INFORMATION SHEET
A research study on the difficulties that lead to a referral to the Therapeutic 
Community.
You are being invited to take part in a research study. Before you decide whether 
or not to take part, it is important for you to understand why the research is being 
done and what it will involve. Please take time to read the following information 
and ask us if anything is not clear or you would like more information about the 
study.
What is this research about?
This study is trying to find out what difficulties have led people to seek treatment 
at the Therapeutic Community and what thoughts they have about how this may 
help them. As part o f this, the research is also interested in how you experience 
relationships with others. To gain a truer reflection o f client experiences in these 
areas, it is important that as many people as possible take part in the study. It is 
hoped the results of this research will contribute to improving the services offered 
by the Therapeutic Community.
Do we have to take part in this study?
No. Although the more people that take part in the study, the better picture we get 
of what people like yourself think, your involvement in this study is entirely 
voluntary. It is up to you whether you would like to take part. Your decision 
whether or not to take part will not affect the current or future service that may be 
offered to you by Therapeutic Community and its Outreach Service in any way. 
Even if you agree to take part you are free to change your mind at any stage during 
the research, and you do not have to give a reason for this.
What will I have to do if I take part?
This study involves completing two questionnaires, which should take you no 
longer than 30 minutes. You may then also be asked if  you would be willing to be 
interviewed.
Questionnaires
In this information pack there should be a consent form, this information sheet and 
two questionnaires. One questionnaire asks about your age, gender, education, 
employment, marital status and how you think and feel about yourself. The other 
asks about how you experience the close relationships in your life. If  you agree to 
participate, please send the signed consent form back in one stamped addressed 
envelope and then fill in the two questionnaires and send these back in the second 
stamped addressed envelope. By sending the information back in two envelopes, 
the confidentiality of your details is maintained, as only your participant number 
and not your name will be present on the questionnaires.
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Interviews
Following the questionnaires, you may be telephoned and invited to attend an 
interview at Therapeutic Community Outreach Service Team base. You do not 
have to agree to this. The interview will last approximately one and a half hours 
and will ask you some further questions about the difficulties that have led to your 
referral to the Therapeutic Community. We would suggest that it is best to do the 
interview at the Therapeutic Community Outreach Service Team base. However, 
the interview can be conducted over the telephone if this is more convenient for 
you.
What are the advantages and disadvantages of taking part?
We hope that there will not be any disadvantages of taking part in the study. 
However, it is possible that you may find answering some of the questions 
upsetting. Bearing this in mind it might be helpful for you to ensure you have your 
own support available at these times. For example, have someone with you when 
you fill in the questionnaire or bring someone along to the interview. If  you do 
experience distress, you should go through your usual support networks, e.g., 
family, friends, G.P., or your Community Mental Health Team contacts. If  you are 
invited for interview the researcher will discuss with you how you will both cope 
with any distress that may arise in the interview. This will involve providing you 
with an opportunity to discuss it with the researcher in the interview. It would also 
include considering who else would be able to offer you support. If  you wanted to 
stop the interview or discontinue the questionnaires for any reason, you would be 
free to do so immediately, without saying why.
There may not be any advantages to you personally if  you participate in this study, 
although in the past, some people have said that thinking about difficulties in the 
research interviews has been a helpful experience. It is hoped that the study will 
contribute to a greater understanding of people referred to the Therapeutic 
Community and contribute to improving treatment for them.
If you would be interested in the results of the study we will be happy to share 
them with you when the study is finished. You can indicate whether or not you 
would like this on the response sheet at the bottom of this information sheet.
Confidentiality
The researcher will have no contact with your care team or GP, with one 
exception: if  you say something that leads the researcher to believe that the safety 
o f yourself or someone else is at risk, this information will need to be passed on. 
Before doing so, the researcher will speak with you about how to do this.
Interviews will be audio-taped, if  you are happy with this. If  you agree, the tape of 
your interview will be stored in a locked cabinet and will only be listened to by 
myself and my academic supervisor. Dr xxxxx at the University of Surrey. No one 
that knows you clinically will listen to your tape. Your name and address will not 
be attached to the tape so you will not be identifiable. You can say no to the 
taping at any point. If  you decided to allow your interview to be audio-taped you
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would be free to stop the taping at any time. Anonymised quotations from the 
interview may be used in the write up of the study. You can indicate to the 
researcher if  you do not want this to happen, or if  there are specific parts of the 
interview you do not want used.
All the information collected during the study will be kept strictly confidential. It 
will be coded and have your name and address removed so that you cannot be 
recognised from it. The study has been checked to ensure it complies with data 
protection laws.
What will happen to the information that we provide and the results of the 
study?
The results o f part of this study will be written-up by September 2007, and 
submitted to the course being undertaken by the researcher at the University of 
Surrey. It is anticipated that it will be published in academic journals. The data 
files produced during the study will be password protected; all data will be kept 
secure and will only be used for research purposes. The anonymous data will be 
stored at Surrey University for 10 years before being destroyed. When the research 
is written up, quotes from your transcripts may be used in the written report, but 
these will be anonymously reported, so that people involved cannot be identified.
Who has reviewed the study?
This study has been reviewed and approved by The xxxx Local Research Ethics 
Committee, and by the Research and Development department within the local 
NHS Trust.
What to do next
Think about whether you would like to take part in this study. Once you have 
decided, please send the enclosed forms back in the enclosed stamped addressed 
envelopes.
Many thanks for taking the time to read and consider this information.
Contact for further information
The study is being conducted by Tracy King, Trainee Clinical Psychologist. This 
study is an academic requirement o f the PsychD Clinical Psychology Training 
Programme at the University of Surrey, in Guildford. The study will be supervised 
by Dr xxxxx. Consultant Psychiatrist and Psychotherapist, Therapeutic 
Community, and Dr xxxxx. Research Tutor, University of Surrey, Guildford.
If  you have any questions or concerns about this study, you are welcome to discuss 
them with me:
Tracy King, Trainee Clinical Psychologist 
Department of Psychology
University of Surrey 
Guildford GU2 7XH 
Tel: 01483 689441
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Appendix H: Consent Form 
CONSENT FORM
A Research Study on the Difficulties that lead to a referral to the Therapeutic 
Community
Participant Number..................  Please Initial
I would like to participate in this study □
I do not want to participate in this study □
I would like information on the results □
I would not like information on the results □
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Appendix I: Demographic Information Sheet
PERSONAL INFORMATION
Participant Number:.
If you do not wish to answer any of the following questions please leave blank
Gender:
Male
Female
□
□
What is your age?
20-29
30-39
40-49
□
□
□
50-59
60-69
70+
□
□
□
Ethnicity
White
British
Irish
Any other 
(please state) 
(please state)
□
□
□
Mixed
White and Black Caribbean Q
White and Black African I I
White and Asian I I
Any other Q
Asian or Asian British
Indian Q
Pakistani Q
Bangladeshi Q
Any other Q
(please state)______________
Black or Black British
Caribbean FI
African Q
Any other Q
(please state)______________
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Chinese Other ethnic group
Chinese □ Any other □
(please state)
What is your occupational status?
Full-time □ Part-time □
Unemployed □ Student □
Other □
(please specify)
What is your highest attained educational qualification?
No formal examinations □ GCSE □
BTEC/GNVQ □ A Levels/Highers □
HNVQ □ Bachelors degree □
Masters degree □ Doctorate □
Any other □
(please state)
Thank you for completing this form.
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Appendix J: Personality Disorder Measure -  PDQ 4 +
PERSONALITY QUESTIONNAIRE -  PDO-4+
Participant number.......................
The purpose of this questionnaire is for you to describe the kind of person you are. 
When answering the questions, think about how you have tended to feel, think, 
and act over the past several years. To remind you of this, on the top of each page 
you will find the statement: Over the past several years...”
T (True) means that the statement is generally true for you.
F (False) means that the statement is generally false for you.
Even if  you are not entirely sure about the answer, indicate “T” or “F” for every 
question.
For example, for the question:
Xx. I tend to be stubborn. T F
If, in fact you have been stubborn over the past several years, you would answer 
True by circling T.
If, this was not true at all for you, you would answer False by circling F.
There are no correct answers.
You may take as much time as you wish.
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Over the last several years...
1. I avoid working with others who may criticise me T F
2. I can’t make decisions without the advice, or reassurance T F
of others.
3. I often get lost in details and lose sight of the “big picture.” T F
4. I need to be the centre of attention. T F
5. I have accomplished far more than others give me credit T F
for
6. I’ll go to extremes to prevent those who I love from ever T F
leaving me.
7. Others have complained that I do not keep up with my T F
work or commitments.
8. I ’ve been in trouble with the law several times (or would T F
have been if I was caught
9. Spending time with my family or friends just doesn’t T F
interest me.
10. I get special messages from things happening around me T F
11. I know that people will take advantage of me, or try to T F
cheat me if I let them
12. Sometimes I get upset. T F
13. I make friends with people only when I am sure they like T F
me.
14. I am usually depressed T F
15. I prefer that other people assume responsibility for me T F
16. I waste time trying to make things too perfect T F
17. I am “sexier” than most people T F
18. I get special messages from things happening around me T F
19. I either love someone or hate them, with nothing in T F
between
20. I get into a lot of physical fight T F
21. I feel that others don’t understand or appreciate me. T F
22. I would rather do things by myself than with other people T F
23. I have the ability to know that some things will happen T F
before they actually do.
24. I often wonder whether the people I know can really be T F
trusted.
25. Occasionally I talk about people behind their backs
26. I am inhibited in my intimate relationships because I am T F
afraid of being ridiculed.
27. I fear losing the support of others if I disagree with them. T F
28. I suffer from low self-esteem. T F
29. I put my work ahead of being with my family or friends or T F
having fun.
30. I show my emotions easily. T F
31. Only certain special people can really appreciate and T F
understand me.
32. I often wonder who I really am T F
33. I have difficulty paying bills because I don’t stay at any one T F
job too long.
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Over the last several years...
34. Sex just doesn’t interest me. T F
35. Others consider me moody and “hot tempered.” T F
36. I can often sense, or feel things that others can’t. T F
37. Others will use what I tell them against me. T F
38. There are some people I don’t like. T F
39. I am more sensitive to criticism or rejection than most T F
40.
people
I find it difficult to start something if I have to do it by T F
41.
myself
I have a higher sense of morality than other people. T F
42. I am my own worst critic. T F
43. I use my “looks” to get the attention I need. T F
44. I need very much for other people to take notice of me or T F
45.
compliment me
I have tried to hurt or kill myself. T F
46. I do a lot of things without considering the consequences. T F
47. There are few activities that I have any interest in. T F
48. People often have difficulty understanding what I say. T F
49. I object to supervisors telling me how I should do my job T F
50. I keep alert to figure out the real meaning of what people T F
51.
are saying.
I have never told a lie T F
52. I am afraid to meet new people because I feel inadequate T F
53. I want people to like me so much that I volunteer to do T F
54.
things that I would rather not do.
I have accumulated lots of things I don’t need that I can’t T F
55.
bear to throw out
Even though I talk a lot, people say that I have trouble T F
56.
getting to the point. 
I worry a lot. T F
57. I expect other people to do favours for me even though I do T F
58.
not usually do favours for them. 
I am a very moody person. T F
59. Lying comes easily to me and I often do it. T F
60. I am not interested in having close friends T F
61. I am often on guard about being taken advantage of. T F
62. I never forget, or forgive, those who do me wrong. T F
63. I resent those who have more “luck” than I. T F
64. A nuclear war may not be such a bad idea. T F
65. When alone I feel helpless and unable to care for myself. T F
66. If others can’t do things correctly I would prefer to do T F
67.
them myself.
I have a flair for the dramatic T F
68. Some people think that I take advantage of others. T F
69. I feel that my life is dull and meaningless. T F
70. I am critical of others. T F
71. I don’t care what others have to say about me. T F
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Over the last several years...
72. I have difficulties relating to others in a one-to-one 
situation
T F
73. People have often complained that I did not realise that 
they were upset.
T F
74. By looking at me, people might think that I’m pretty odd, 
eccentric or weird.
T F
75. I enjoy doing risky things. T F
76. I have lied a lot on this questionnaire T F
77. I complain a lot about my hardships. T F
78. I have difficulty controlling my anger, or temper. T F
79. Some people are jealous of me T F
80. I am easily influenced by others. T F
81. I see myself as thrifty but others see me as cheap. T F
82. When a close relationship ends, I need to get involved with 
someone else immediately.
T F
83. I suffer from low self-esteem T F
84. I am a pessimist. T F
85. I waste no time in getting back at people who insult me T F
86. Being around other people makes me nervous. T F
87. In new situations I fear being embarrassed. T F
88. I am terrified of being left to care for myself. T F
89. People complain that I am as stubborn as a mule. T F
90. I take relationships more seriously than do those I’m 
involved with.
T F
91. I can be nasty with someone one minute then find myself 
apologising to them the next minute.
T F
92. Others consider me to be stuck up. T F
93. When stressed, things happen. Like I get paranoid or just 
“black out.”
T F
94.
95.
I don’t care if others get hurt so long as I get what I want. 
I keep my distance from others.
T F
96. I often wonder whether my life / husband / girlfriend / 
boyfriend has been unfaithful to me.
T F
97. I often feel guilty. T F
98. I have done things on impulse (such as those below) that 
can get me into trouble.
Check all that apply to you:
a) Spending more money than I have
b) Having sex with people I hardly know...
c) Drinking too much................
d) Taking drugs..........................
e) Eating binges..........................
f) Reckless driving......................
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Over the last several years...
99. When I was a kid (before age 15) I was somewhat of a 
juvenile delinquent, doing some of the things below:
Check all that apply to you:
a) I was considered a bully.
b) I used to start fights with other kids
c) I used a weapon in fights I had...
d) I robbed or mugged other people...
e) I was physically cruel to other people
f) I was physically cruel to animals...
g) I forced someone to have sex with me............
h) I lied a lot........
i) I stayed out at night without my parents 
permission...
j) I stole things from others............
k) I set fires............
1) I broke windows or destroyed
property................
m) I ran away form home overnight more than 
once.......
n) I began skipping school, a lot before age
13........
o) I broke into someone’s house, building or 
car............
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Appendix K: Attachment Measure -  ECR-R
THE EXPERIENCES IN CLOSE RELATIONSHIPS- REVISED (ECR-R) 
QUESTIONNAIRE.
Participant Number:.................................................
The statements below concern how you feel in emotionally intimate 
relationships. We are interested in how you generally experience 
relationships, not just what is happening in a current relationship. If you are 
not in a current relationship then please think back to your last relationship. 
Please respond to each statement by circling a number to indicate how much 
you agree or disagree with the statement.
1. I am afraid that I will lose the love of others
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2. Others really understand me and my needs
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
3. I often worry that I will lose the love of others
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
4. It is easy for me to be affectionate with others
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
5. I often worry that others do not really love me
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
6. I find it easy to depend on others
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
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7. I worry that others won’t care about me as much as I care about them
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
8. I am nervous when others get too close to me
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
9. I often wish that the feelings of others for me were as strong as my 
feelings for them.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
10 .1 talk things over with others.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
1 1 .1 worry a lot about my relationships
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
1 2 .1 tell one other person just about everything
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
13. When my romantic partner is out of sight I worry that he or she might 
become interested in someone else.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
14. It helps to turn to others in times of need
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
15. When I show my feelings for romantic partners I am afraid they will 
not feel the same about me.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
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1 6 .1 rarely worry about my romantic partner leaving me.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
1 7 .1 usually discuss my problems and concerns with others.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
18. Others make me doubt myself.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
19. It is not difficult for me to get close to others.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 0 .1 do not often worry about being abandoned.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 1 .1 find it relatively easy to get close to my romantic partner.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 2 .1 find that others do not want to get as close as I would like.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 3 .1 get uncomfortable when a romantic partner wants to be very close. 
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
24. Sometimes romantic partners change their feelings about me for no 
apparent reason.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 5 .1 prefer not to be too close to romantic partners.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
Tracy King Research Dossier: Research 3 Major Research Project 262
26. My desire to be very close sometimes scares people away.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 7 .1 don’t feel comfortable opening up to romantic partners.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 8 .1 am afraid that once others get to know me they will not like who I 
really am.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
2 9 .1 am very comfortable being close to romantic partners.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
30. It makes me mad that I don’t get the affection and support I need from 
others.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
3 1 .1 find it difficult to allow myself to depend on others.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
3 2 .1 worry that I won’t measure up to other people.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
3 3 .1 feel comfortable sharing my private thoughts and feelings with my 
romantic partner.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
34. My romantic partner only seems to notice me when I am angry.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
3 5 .1 prefer not to show my romantic partner how I feel deep down.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
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3 6 .1 feel comfortable depending on romantic partners.
Strongly Disagree 1 2 3 4 5 6 7 Strongly Agree
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Appendix L: Semi-Structured Interview Topic Guide
TOPIC GUIDE AND SAMPLE PROMPTS FOR SEMI STRUCTURED 
INTERVIEW ON ILLNESS REPRESENTATIONS IN PERSONALITY 
DISORDER
TITLE OF RESEARCH: Illness Representations and the Attachment related 
dimensions of anxiety and avoidance for individuals with Personality 
Disorder: An exploratory study.
A general open ended question about what has brought the participant to the 
Therapeutic Community will begin the interview. Then specific open-ended 
questions will be asked on the 6 topics below (based on previous literature) to 
elicit participant’s experiences. Next the prompts below each topic will be 
asked (based on the previous literature) if these are not automatically 
covered. No reference to the condition Personality Disorder (PD) will be 
made unless the participant themselves offers this description.
1) Causes of their PD
Stress or worry
Hereditary
A germ or virus
Diet or eating habits
Chance or bad luck
Poor medical care
Pollution in the environment
Own behaviour
Mental Attitude
Family Problems
Overwork
Emotional State
Ageing
Alcohol
Smoking
Accident or injury 
Personality 
Altered immunity
Will be asked to rate top three causes
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2) Impact of their PD
Has major consequences in life 
Does not have much effect on life 
Strongly affects way viewed by others 
Has serious financial consequences 
Causes difficulties for those close to me
3) Prognosis of their PD
Will last a short time 
Will last a long time 
Is permanent or temporary 
Will pass quickly 
Is a serious condition
My Personality Disorder will improve in time
There is very little that can be done to improve my Personality Disorder 
My treatment will be effective in curing my Personality Disorder 
There is nothing which can help my Personality Disorder
The negative effects of my Personality Disorder can be prevented by my treatment.
4) Control over their PD
There is a lot that I can do to control my Personality Disorder
What I do determines whether my Personality Disorder gets better or worse
The course of my Personality Disorder Depends on me
Nothing I do will affect my Personality Disorder
I have the power to influence my Personality Disorder
My actions will have no affect on the outcome of my illness
5) Understanding of their PD
My Personality Disorder is a mystery to me 
I don’t understand my Personality Disorder 
My Personality Disorder doesn’t make any sense to me 
I have a clear picture or understanding of my condition
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6) Presenting Symptoms of their PD
The symptoms of my illness change a great deal from day to day 
My symptoms come and go in cycles 
My Personality Disorder is very unpredictable
I go through cycles in which my Personality Disorder gets better and worse
I get depressed when I think about my Personality Disorder
When I think about my Personality Disorder I get upset
My Personality Disorder makes me feel angry
My Personality Disorder does not worry me
Having Personality Disorder makes me feel anxious
My Personality Disorder makes me feel afraid
Physical Symptoms
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Appendix M: Semi-Structured Interview Questions
SEMI-STRUCTURED INTERVIEW GUIDE AND QUESTIONS ON 
ILLNESS REPRESENTATIONS IN PERSONALITY DISORDER
Procedure:
• Introduce self.
• Explain Research as below.
• Explain confidentiality limits.
• Ask if still okay to be audio-taped.
• Explain there are no right or wrong answers and that the research is 
interested in their opinions and experiences.
• Explain can stop at any time or take a break if want to.
• Explain if have requested feedback that this can be in written form or 
they will be contacted towards the end of the year to attend a 
presentation on results at the Outreach Centre. Check which they 
would prefer.
• After interview check they are feeling ok and if need any further 
support.
• After interview check they still consent to participation in the research.
• After interview see if they have any further questions.
Explanation of Research
The University of Surrey and the Therapeutic Community are conducting a 
research study about people’s reasons for being referred to the Therapeutic 
Community. This research is designed to improve our understanding of the 
range of people’s views and experiences of considering treatment at the 
Therapeutic Community and we hope that the study will contribute to 
improving what the Therapeutic Community and other similar services offer 
people in the longer term. This study will be approaching pre-treatment 
individuals to find out what reasons have led to referral to the service.
Interview
Rating o f  mood on a scale o f  1-5 with I  being very negative and 5 being very 
positive.
Two general open ended questions about what has led to their referral and what 
they like to term their difficulties will begin the interview.
Can you tell me about what has led to your referral to the Therapeutic 
Community?
I f  focus on external reasons offer extra question as below:
Why do you think you have been referred to the Therapeutic Community?
Is there any name that you would like to give to these reasons for referral?
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How do you see your mood impacts your views about your difficulties?
Then specific open-ended questions will be asked on the 6 topics below (based on 
previous literature) to elicit participant’s experiences. Next the prompts below 
each topic will be asked (based on the previous literature) i f  these are not 
automatically covered. No reference to the condition Personality Disorder (PD) 
will be made unless the participant themselves offers this description. Whatever 
language they use as a descriptor will be taken up in the questioning.
7) Presenting Svmptoms
What difficulties do you have that you would like to change?
What difficulties do you have that you think other people would like to change? 
What do you hope to gain from treatment?
How do your difficulties make you feel?
Have there been periods in your life when your difficulties have been better?
Have there been periods in your life when your difficulties have been worse?
8) Understanding of Difficulties
Has anyone spoken to you about the possible reasons for your difficulties?
What do you understand to be the reasons?
Has your understanding of this changed over time? If  Yes then ask how.
Have your difficulties been given a formal diagnosis? If  Yes then ask how this fits 
with their understanding of their difficulties.
9) Causes
What do you think may have led to your difficulties?
If  more than one thread emerges in answer ask:
Which of these do you think contributed the most?
10) Impact
What kind of impact do your difficulties have on your day to day life?
How do your difficulties impact relationships with others?
How do your difficulties impact the way others see you?
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11) Prognosis
How do you see your future?
Have you had previous treatment for these d i f f i c u l t i e s . . . c a n  you tell me a bit 
about this? What has been helpful/not helpful about previous treatment? Did you 
complete previous treatments?
How you think treatment at the Therapeutic Community will affect you in the 
future?
How long do you think it will take for your difficulties to change?
12) Control
What do you need to do to help your difficulties?
What do other people need to do to help your difficulties?
Rating o f  mood on a scale o f  1-5 with 1 being very negative and 5 being very 
positive.
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Appendix N: Pre-research consultation with Residents
Feedback from the Consultation Group at Therapeutic Community 
t^h l^3 th/2 Qth pebryarv 1.5 hours.
The consultation group was an open group. Individuals could join each week if 
they wished. This type of group best fitted into the existing structure of the 
Therapeutic Community.
Participants
A total of 6 residents participated over the three meetings, with 2 wishing to be 
named in acknowledgments.
^th February 30 ninutes
5 residents present plus one clinician from Therapeutic Community
February 15 minutes
3 residents present with two Therapeutic Community clinicians.
DISCUSSION POINTS
1. What issues would you expect people to volunteer when asked about 
their reasons for seeking treatment?
Emotional instability 
Emotional extremes 
Extreme behaviour 
Interaction problems 
Relationship problems 
Drugs/alcohol 
Self-harm 
High risk of suicide 
Low self-esteem 
Feelings of aggression 
Experiences of violence 
History of trauma
Expect others coming to Therapeutic Community to have 
similar experiences
Expect to have to talk openly when come to selection, it’s like a 
job interview.
Coming to Therapeutic Community is last straw
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2. What do you think is important about the way an interview is 
handled?
Honest/genuine
Give space to talk — may be first time outside of short medical
appointments they have had to tell their story
Too much silence can feel uncomfortable/judgmental
Some people may not have had a PD diagnosis or understand it
-  may look to interview to find out more?
Others may have read a lot and talk about this.
Be explicit about support routes after interview -  suggest to 
bring a friend — other meetings experienced do not always do 
this.
Taping may be frightening and may limit what is said -  
openness and transparency may help this.
3. What are your thoughts about the term Personality Disorder?
• It was helpful to get an appropriate diagnosis had many in the 
past psychosis/depression were examples.
• Told many times there was nothing wrong and to get on with 
life so the term can be helpful in highlighting it is not that 
simple.
People have either read lots or know nothing about the term. 
Good to be recognised when have the diagnosis 
Don’t care about a diagnosis just want to sort problems 
Term makes you feel defective for life 
Label is stigmatising
Alternative term -  Complex Emotional Distress 
Word difficulties may sound minimising and patronising.
20**’ February 45 minutes
2 residents Present
DISCUSSION POINTS
• One resident had a quantitative research background, explained the 
differences with qualitative research being exploratory and there being no 
need to control extraneous variables.
• Discussion around whether people with antisocial PD would respond and
impact on research if  these people were not picked up.
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Suggestion to rate mood on scale of 1-5 before interview and after 
interview as way of assessing responses in context of mood and also 
tracking the impact of the interview.
In line with the above an additional question of how do you see your mood 
impacts your views?
Happy with questions, none appear to be offensive or traumatic.
Thought it was good that the interview was person led and only prompting 
occurred.
With regard to question: Can you tell me about what has led to your 
referral to the Therapeutic Community? Suggested, Why do YOU think 
you have been referred? as thought some people may answer with solely 
externally primed responses.
Thought it was important to set up that there are no right or wrong answers, 
as not used to this being the case.
The question, “How long do you think treatment needs to last for?” may be 
perceived as having a right or wrong. It may be better to say, “How long do 
you think it will take for your difficulties to change?”
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Appendix O: Pre-research interview for views of Researcher
Pre Research Interview -  pre-conceptions to reflect back upon. 24/1/07
What do you understand Illness Representations to mean?
The way that a person understands their illness, What it means to them. I naturally 
think it is more about thoughts than feelings although I guess feelings are an 
important part too -  Its just the word representations makes me think cognitively. 
I also think the word illness is not a good one as it is leading. I don’t think all 
people would naturally think their conditions are an illness. Culturally some may 
believe it is a curse, a challenge, karma, many different things. I now know from 
research that the choices people make about the treatment of their conditions is 
linked with their understanding of the condition.
Why are you interested in Illness Representations?
It was first suggested as an area of investigation by my University Supervisor. I 
had had some experience of it in undergraduate Psychology and in our first year 
teaching. Personally it is an area of interest as I can see the link with my own 
adherence to antibiotics. As soon as I think I am better I often stop taking the 
course despite knowing this is not good in the long term. This is often as I 
understand that my illnesses are short lived and more a side effect of a hectic 
lifestyle than real difficulties. So once I have rested up and taken a few tablets I 
am hard pushed to convince myself to take the rest once I see enough 
improvement to enable me to complete my usual schedule. So I generally feel I 
have some level of control over my symptoms. Also if  a person’s understanding 
of their condition leads to their treatment choices then that understanding can be 
worked with to ensure that people make the most beneficial choices for the long 
term prognosis of their condition. This would be a specific engagement/adherence 
intervention which I am naturally interested in as a Trainee Clinical Psychologist.
Why are you interested in Attachment?
I began to be interested in Attachment Theory in my undergraduate degree. My 
research was on the links with social phobia and attachment styles. I can see how 
relevant the theory is to everyday interactions and the dynamics between people in 
my clinical and personal life. Again, I see that a greater understanding of a 
person’s tendencies of being either anxious or avoidant (a broad classification of 
attachment, I know) and the consequences of this can lead to interventions to aid 
change if  necessary.
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Why are you interested in Personality Disorder?
My first exposure to the term was again in my undergraduate degree. There has 
also been a lot o f reference to the diagnosis in forensic areas -  an interest of mine 
and an MSC degree I did. The condition is chronic and complex which are 
interests for me clinically as I see this as a challenge and find working with people 
who fit the criteria as stimulating work. I know this may be contrary to the general 
opinion in multi-disciplinary teams where stereotypes lead to anyone with this 
diagnosis being steered clear of. I also think that the links the condition has with a 
history o f abuse is incredibly sad. Additionally I think it is interesting that many 
of the symptoms (like many other conditions) are on a continuum and lots of 
people may be able to identify with them although may have lesser amounts of 
distress or behavioural responses. However, unlike other conditions there is a 
great debate as to whether this is or isn’t a ‘mental illness’ which may make some 
of the general symptoms more in line, with people who do not have a diagnosed 
mental illness, at some moments o f their life -  which may in itself be why people 
find it hard to be around those diagnosed with personality disorder as there could 
be a need to distinguish them and us as a defence mechanism. So in summary I 
guess I am saying the presentation in itself is interesting and varied and the 
dynamics it evokes in others is also fascinating.
What do you think/feel about the term Personality Disorder?
I think due to the stereotypes around about people with such a diagnosis it can be a 
negative label that stays with someone throughout their life and then a story can be 
created around them which is unhelpful and can be highly damaging, making 
disengagement a self fulfilling prophecy. However, I also imagine that when a 
person has had great emotional difficulties, finally getting a name for the reason 
for this may be extremely validating and relieve self-blame in an externalizing 
kind of way. I don’t really like the term ‘Disorder’ especially when it is attached 
to the word ‘Personality’ as this is the core of the individual. This for me makes it 
feel that if  it is at the core of the person it is unchangeable and they themselves are 
bad. I think many o f the symptoms of the differing classifications o f Personality 
Disorder are a result of attachment difficulties, which with time and a good fit of 
approach/patient/therapist are able to be either shifted or managed.
What do you expect to find?
I suppose the only thoughts I have on this are the links between attachment and 
themes o f illness representations. I am measuring differing personality disorder 
classifications but I don’t have any conscious pre-conceptions as to the differing 
representations these may have. I expect that people with more anxious 
attachment styles are maybe more ambivalent about treatment so 
engage/disengage, see value/don’t see value, maybe switch between thinking they 
can get better or can’t, I also think that those with more of an anxious style may 
have an external locus of control looking outside of themselves for the answers of 
chances of improvement and looking to external feedback for this. I also expect 
that they may find it hard to take on the responsibility for helping themselves.
I think more avoidant attachment styles may not even come through in the research 
so much. I suspect that these people may find it harder to acknowledge there are 
difficulties as they may cut off from the people that find them difficult. If  they 
have come into services I wonder if  this is more likely to be a case of having to.
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e.g., forensic reasons, or accompanying mental illness causing activation o f the 
mental health act. I do believe that the way people understand their illness will 
lead to their treatment decisions as I personally respond in that way. Although I 
am not measuring this directly in this study the historical narratives o f people will 
give clues and future research can examine this further.
What are your thoughts about the method of your research?
It is not a method I have used before, I am used to quantitative research, which I 
do feel comfortable with. I am a bit apprehensive about the analysis as it is new 
and it is a matter of my own personal interpretation which somehow does make it 
feel less valid. However, from a clinical perspective I do favour more client led 
than therapist led/more directive approaches so in this sense I am looking forward 
to using this method for the first time. Also particularly with those who fit the 
criteria of Personality Disorder which is often linked with a life of a lack of 
recognition or value from others, I think it is essential to put these people at the 
centre of the investigation and see where they choose to take things.
What are your thoughts about the philosophy behind your research?
Thinking o f this is why I think I prefer quantitative research. This is all a bit deep 
and feels like it needs a lot of justification. Despite preferring quantitative research 
as I gain some comfort in it structure, generalisabilty and pre-use, I actually do not 
believe that there is one ultimate truth out there. I think it is more about individual 
interpretations and a quantitative questionnaire can only ever measure the things it 
asks about, which are the researchers pre-conceptions about what is important. 
Clearly I have these preconceptions which will guide me but I hope they will not 
limit my questioning. One of my interpretations of how the world should be 
viewed agrees with the framework of attachment theory I do believe it is essential 
for comparison to group certain thoughts/feelings/behaviours into frameworks 
such as attachment, and I guess each researcher will pick the ones that make most 
sense to them to investigate further. Bearing this in mind, I see that both 
quantitative and qualitative research is valid as long as the researchers are aware of 
the limitations of each of their methods of study.
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Appendix P: Example Transcript 
Telephone interview -  P = Participant and R = Researcher
R: So at the moment if  you were going to rate your mood on a scale of 1 to 5 with 
1 being very negative and 5 being very positive. Where would you say that you 
are?
P: I ’d say I was about 2.
R: Okay, fine. So can you tell me a bit about what has led to your referral to the 
Therapeutic Community?
P: Erm, well, I was working full time and then I had like, a breakdown and then I 
just couldn’t cope, I didn’t go out for six months.
R: Right.
P: Then I saw my GP and my GP referred me to my Consultant Psychiatrist and 
then I had erm, about four or five admissions into the xxx wing in xxx Hospital.
R: Right.
P: And then I became homeless, I was assaulted and attacked by people and I was 
homeless for ten months with my dog, sleeping rough.
R: Right.
P: Then they gave me a Mental Health Nurse, erm and she said that it might be a 
good idea if  I went to the Therapeutic Community.
R: And how long ago did all this happen then?
P: Well they’ve just housed me on December 24^, so erm, I and I left work about, 
it must be about three years ago now. But erm I left work and I wasn’t working 
for the first year and then all the assaults and the attacks started happening.
R: Right.
P: Then I held on for about, it must’ve been about ten or eleven months and then I 
tried to commit suicide, and ended up back in the xxx wing, I was just too ill to go 
back
R: How is it for you talking about that now?
P: Erm, yeah, it’s still raw but it’s okay because I feel safe where they’ve rehoused 
me. I had to go through the Mental Health Act because the council struck me off 
their list.
. R: Right.
P: They took my home away because they said I wasn’t prepared to live in one, 
they didn’t seem to help with the situation with these people.
R: And what was going on for them to think that you weren’t prepared to live in 
your home?
P: Err, well it was just a case of they asked me and I said well I can’t go there until 
either you move me or evict them. They had many letters from other neighbours. 
R: Yeah.
P: But because I was alone, people erm, you know it was a crack house.
R: Really difficult times.
P: The worst times, nobody wanted to help and the only person that did was my 
Mental Health Nurse.
R: Right and do you have the same one now?
P: Yeah, Yeah she’s really good.
R: That’s good that you have that support going on.
P: Yeah.
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R: Was there any kind of name that they gave you for the reasons for your 
referral?
P: Yeah, well I was seeing my Psychiatrist for what must have been a year. Well I 
was off work, and she never said anything but she handed me the xxx Project for 
Personality Disorder, the leaflet but never said anything to me (laughs). It was 
only about, it was only well it must’ve been six months ago that they diagnosed 
me finally with Emotionally Unstable Personality Disorder.
R: So you were given the leaflet but they didn’t talk to you around what it was 
about?
P: She gave me that before I even had a Nurse 
R: Right.
P: I only got a Nurse on my second admission.
R: How was that for you to receive that leaflet then with it not being spoken 
about?
P: Err that was really bad, err cos I thought she was quite good, my Psychiatrist, 
but erm I didn’t think that was very good because I just felt that was nothing to do 
with me because they hadn’t given me a diagnosis. She hadn’t explained anything 
she just handed the leaflet and said it might be helpful but I couldn’t identify with 
it at all so I just threw it in the bin
R: So previous to getting that leaflet, what was your understanding about what 
Personality Disorder might mean?
P: None whatsoever.
R: Right
P: I keep asking my. I ’ve got an Art Psychotherapist, Erm and she said she used to 
work at the Therapeutic Community you know as a Psychotherapist but she didn’t 
seem to know. I asked my Consultant Psychiatrist and she kind of fumbles around 
so doesn’t say anything. And my Mental Health Nurse she is probably most 
helpful. She printed off some information off the internet for me. Very basic you 
know. She said there is nothing on Emotionally Unstable Personality Disorder so 
to look under Borderline.
R: Yeah, and did that seem to fit with you a bit more?
P: Well you see I haven’t got access to the internet.
R: Right.
P: So I just read the little bit that she had given me, erm but yeah, I find it difficult 
too. There’s a lot of it that I think yeah that’s me that’s me. But because I don’t 
know a lot about Personality Disorder I can’t, I find it difficult to have some 
understanding of what that actually means and the impact that has had on me. Cos 
as soon as I was diagnosed it made me think well has all my life been an 
unconscious disaster.
R: Mmm.
P: You know cos I wasn’t aware of what was going on and because I was working 
in the caring profession I was concerned that maybe I had impacted on clients or 
something so.
R: What did you do before?
P: I was well I had a lot of jobs but the last one I did was social services working 
with erm emotionally and behaviourally disturbed teenagers.
R: Okay, and what’s your understanding of what other people might be like in the 
Therapeutic Community, what difficulties they might have?
P: I don’t know (laughs).
R: So it feels a bit confusing?
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P: Yeah other than I think they are probably anxious like me and they can’t seem 
to get their life together and erm they are looking for a solution to break the pattern 
I suppose, I don’t really understand.
R: And is there any kind of name that you’d like to give to the difficulties that you 
have. I know that other people may be putting that Personality Disorder one onto 
you but what would you like to give it?
P: I don’t know, I don’t really know, I am so used to this that I can’t really say, I 
can’t speak, I need to know more about you know, in brackets Personality 
Disorder itself before I even consider, you know calling it a different name.
R: So it all feels quite new and a little bit like it doesn’t make so much sense at the 
moment?
P: Yeah, what I crave is somebody to explain it all to me but I don’t seem to be 
able to get that.
R: That must feel quite difficult.
P: Yeah cos I think well if  I don’t know and you don’t know then bloody hell who 
does know (Laughs).
R: Yeah (laughs).
P: It’s all well calling somebody something but you know I need to know what it 
all means.
R: And right now you feel like you don’t.
P: Yeah, exactly yeah. All I know is that I have all the really different feelings that 
I can’t cope and all these different symptoms and stuff but that’s it and they are all 
very random you know and to understand more would hopefully give me more 
control over it.
R: So it feels like you don’t have much control over it?
P: No I don’t.
R: If  you think about you mood, at the beginning I asked you to say whether you 
were feeling negative or positive, how do you feel that your mood impacts your 
views about your difficulties?
P: Erm well, yeah it’s a kind of catch 22 isn’t it, it’s chicken and the egg cos, erm, 
my moods change rapidly and dramatically.
R: Mmm.
P: And so, you know I used to be an optimist and now I ’m just a pessimist, and I 
think that you know if  I am feeling really low then that impacts my health you 
know so everything is really negative, you know so yeah. I don’t know if that 
helps?
R: Yeah it does, so if you were feeling, you woke up one morning and felt more 
positive how do you think you would view your difficulties then?
P: I ’d feel. Oh my God, it all becomes very overwhelming, but erm if  I woke up 
one morning and felt a little bit more positive I ’d do something you know because 
I don’t have any energy or motivation to do anything.
R: Right.
P: Whereas in that sense I’d feel a bit more erm. I ’d do this now otherwise I do 
nothing, I just sit there and be more and more depressed and get more and more in 
a hole and then it just all get’s out of hand.
R: Sure, so if you think about the specific difficulties that you have got, what ones 
would you like to change?
P: What would I like to change, I would like to change, I want to alleviate this 
inner anger.
R: Right.
P: And stop hating myself and erm, stop blaming myself for everything
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R: Mmm.
P: And be and feel okay with myself and feel happy about myself.
R: Mmm.
P: That’s what I’d change if I could change anything you know and erm, not be 
riddled with anxiety and suspicion and mistrust and so erm, just make life easier 
because every tiny thing is just a major, major challenge.
R: Mmm.
P: You know like going out or talking to people or but I don’t like being around 
people basically, I get really anxious.
R: You are doing really well talking to me today then.
P: Yeah that’s okay because you are on the phone (laughs). It’s not close contact. 
R: So it’s better to have had a telephone interview than a personal interview.
P: Yeah.
R: If  you were going to ask other people what they would like to change about 
you, what do you think other people would say?
P: They would say (laughs) my stubbornness and my moodiness and my mistrust 
and erm oh I think they’d probably say yeah moodiness, mistrust and suspicion. 
Also I am very detached, people call me the space cadet because I just detach. I 
can’t cope with social situations, I can’t. But I ’m not aware, it is only recently that 
people have told me that I detach a lot. But before that I didn’t realise it was just 
normality. I ’ve always been like that you know.
R: Okay, and it’s only recently that people have commented on that.
P: Yeah.
R: And if  you think about treatment, what do you hope to gain from treatment?
P: All the things above that I said, feeling okay about myself, to not have this 
terrible inner anger which e rm , I just put the lid on things all the time, so and I ’ve 
done that ever since I was 13 so and that obviously is a symptom of the problem. 
So hopefully that would go and I would stop having an addiction and an eating 
disorder. I eat about once or twice a week now.
R: Right.
P: So Yeah, all those kind of things.
R: And you can remember these difficulties go back quite a long way.
P: Oh yeah, yeah, yeah, since I can remember really, yeah.
R: Right.
P: I never really quite fitted in really, seemed to always say inappropriate, you 
know the wrong things at the wrong times.
R: So that’s what it’s felt like to you, that’s what happens.
P: Yeah, I mean I have felt it was okay but other people’s reactions have given me 
the impression that I have.
R: What kind of way would other people react?
P: They say, you can’t say that or they look at you and say it’s terrible.
R: Mmm.
P: So, but to me it was you know, it was okay.
R: I know you have spoken about an inner anger and an anxiety and a bit about 
depression. Are those the ways your difficulties make you feel or are there any 
other ways that you can sometimes feel because of the difficulties?
P: All of those really but the most terrifying is when I really do start loosing it and 
I don’t know what to do really, I just don’t know and that’s how I ended up 
homeless I just couldn’t go back there, you know.
R: Mmm.
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P: And then it all just, turned into a snowball effect and err I ended up feeling 
suicidal and it all goes a bit wobbly so that’s, that’s the thing that I’m terrified of 
the most is not having any power or control over those emotions and ending up in 
that state because it’s just too much.
R: So what actually happened, you sort of describe it as loosing it, what sort of 
things happen when you loose it?
P: My brain goes ten to the dozen and it’s dreadful and it just goes and then I have 
this need to do something but I don’t know what to do.
R: Mmm.
P: To alleviate all o f this going through my head, you know so I just try and get 
more and more stoned and more and more drunk and then that doesn’t work and I 
just think all I want to do is sleep cos if  I can sleep I don’t think this and so I drop 
a load of sleeping tablets and carry on drinking and smoking until, eventually I am 
knocked out.
R: Mmm.
P: Yeah, so that’s the good scenario, that’s on a good day, yeah.
R: And then what has taken you beyond that, you say you have attempted suicide 
before what kind of things have taken you to that point?
P: Just everything, I know it sounds generic but erm all my whole life it’s just I ’ve 
noticed a pattern every two years I kind of have a breakdown. Every two years, I 
fall apart I loose my job or I become homeless or and these are common things in 
my life.
R: Mmm.
P: And I ’m just so tired of it and I just don’t want, I just want to, what I want 
really is a nice normal stable life (laughs), if  that exists you know, without me 
having this you know having this constant anxiety and constant pressure. Just 
feeling constantly under pressure and constantly stressed. It just really stresses me 
out and it’s too much pressure.
R: Yeah, and can you think of times in your life when it hasn’t been this bad so 
when your difficulties have been better?
P: Erm, I can’t really, other than my first two years at Senior School where there 
was no pressure, no responsibility, no stress, no pressure and in fact it was good as 
it was an escape from my home life. I quite enjoyed the first two years of school 
because it got me away from home. Home was really difficult.
R: Right, and that was different from Primary School, how was Primary School?
P: Primary School was dreadful, I was constantly humiliated by my teachers being 
called thick and stupid, pulling me out in assembly and showing me to the lower 
classes saying what a dunce I was and being bullied.
R: So really hard times.
P: Yeah, I didn’t enjoy Primary School I just think those people shouldn’t have 
been teachers.
R: But then the moving to Secondary School for the first two years, that felt a lot 
better?
P: Erm, yeah it felt okay, they didn’t ridicule me at Secondary School you know 
the teachers didn’t ridicule me and erm the first and second year was okay. The 
only stress was getting there and meeting people, that was a big stress in the 
beginning.
R: Mmm.
P: But I kept myself to myself and that was it, it was better than home whereas 
Primary School wasn’t, I was ridiculed at home, ridiculed at school you know, 
bullied at home bullied at school so they were one in the same thing you know.
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R: Yeah, and what happened in the later part’s of Secondary School then?
P: And then oh and then I ended up for the rest of my schooling, I was running 
away from home, I had problems and erm and then I was being abused by my form 
teacher and then I ended up living with her in the last two years of my schooling, 
not good really.
R: Mmm. And can you think of the times that your difficulties have been worse, I 
know you have spoken about breakdowns. What sort o f times in your life did they 
happen?
P: Erm well they put me in xxx Hospital when I was 13 for self-harming so, I used 
to self-harm a lot, so that was pretty bad that was, as bad as now. And the other 
times, see this is the problem I don’t even know what the trigger is you know.
R: Mmm.
P: I ’ve tried to work this through in Art Therapy but I just don’t know, the only 
thing I can thing of is it’s like a slow, slow build ups just life, just a slow build up 
and it’s like a pressure cooker you know, can’t take no more pressure and you just 
explode and everything falls apart again.
R: Yeah.
P: Sorry I probably didn’t answer that question.
R: It’s fine it sounds like it’s quite you know what you’ve sort of said to me is that 
it’s quite difficult to answer that question because there is not an obvious trigger 
for you.
P: Yeah.
R: What sort o f age were you when the first breakdown happened then?
P: Oh gosh, when they put me in xxx Hospital so I was probably about Thirteen. 
Thirteen, yeah.
R: And the self-harming was occurring then.
P: Yeah.
R: And then from then onwards, you said something earlier about it being every 
couple of years that you will have a breakdown has that been the pattern?
P: Yeah, that’s been the pattern, I am Thirty Four now (laughs) I just think, I think 
oh why can’t things just move and why can’t I hold down a job like everybody 
else? Why can’t I you know I look around me and I think why is it just so 
impossible why can’t I do that?
R: Mmm.
P: Its like I, I feel like I haven’t got the tools inside of me to cope with life you 
know. That’s what it feels like. Everyone else seems to be doing alright and it’s 
not a problem and it’s not stressful but just paying the bills is a major stress.
R: Mmm. And is self-harming still a difficulty?
P: Mmm, yeah not as much though, but erm in this last year and a half two years, 
yeah. But I am trying to, I am trying to curb that. Trying to find another way.
R: Presumably you are getting the help with that from the Mental Health Nurse?
P: Erm, well no not really, I don’t really talk about it so.
R: Is that one o f the things you would like to change in the Therapeutic 
Community?
P: Oh Yeah, definitely, although it’s not a priority as I have more o f a handle on it 
than I used to.
R: Right.
P: But the problem is that it’s out of the frying pan into the fire because when I 
feel the need to cut myself and I am really determined that I wont, well what I do 
is just get really, really, really stoned and really drunk and take some tablets, so I 
don’t really know what to do about it.
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R: Sure, but you are recognising the patterns in your self and it sounds like you are 
quite self-aware of what you do.
P: Mmm.
R: So, I know that you said that no one has really spoken to you about what 
Personality Disorder is, or really sat down with you and explained that but have 
they sort of spoken to you about the possible reasons for you difficulties, aside 
from a diagnosis, have they looked at your history and thought about the reasons? 
P: Well not really, briefly. All they’ve said is that you’ve had a difficult time in 
your childhood and you know and that was that. I know that anyway (laughs).
R: Right.
P: What I need is a specific reason.
R: Yeah.
P: You know to try and understand it, take it all apart and you know like a puzzle 
and put it all back together. I really need to understand.
R: So what do you understand to be the reasons for the difficulties?
P: Oh just erm, my family life at home, the abuse and erm well and that’s it I 
suppose.
R: And has your understanding of that changed over time at all?
P: Erm, has it changed over time?
R: Thinking about it, if  Thirteen was the first time you were hospitalised did you 
have any kind of understanding of what that was about then?
P: Oh No.
R: Or has that progressed over time?
P: Yeah, no I had no understanding then. I could not make a correlation between 
how I was feeling and what had happened before then, whereas now I can do that a 
bit better.
R: Right.
P: What helped was when I was going through my training you know.
R: Okay, Yeah.
P: In my job that helped a lot, it made me be more objective. Cos that’s the 
problem I find myself being less objective over how I am. But thinking from an 
outside perspective it was a lot clearer.
R: Mmm, so what was the point at which you started to think, this is all about the 
fact that I have had a bad childhood?
P: At what point?
R: Yeah.
P: Well probably about Twenty three err, that came too when I probably started 
training and all o f that.
R: And how did that sort of happen. Was it the things you were learning or the 
people you were working with?
P: Oh no it was the things I was learning, really things like Psychology and stuff.
R: Okay.
P: That helped a lot, that really helped, cos this is the problem now I find myself 
too subjective you know. I can’t see the wood from the trees.
R: Yeah.
P: I find that a real problem.
R: And what kind of difficulties does it lead to when you feel that you are being 
subjective?
P: Well I feel really, really frustrated cos I can’t find any answers to why I am 
feeling that way and then I get really, really frustrated and angry and then it just 
starts again. My life is like a constant rollercoaster (laughs).
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R: Right.
P: If that’s any help?
R: You are using really nice imagery, you have used quite a lot of comparisons 
which give a clear picture of things.
P: Great.
R: I know that you said it was the Consultant Psychiatrist that had given you the 
XXX Project leaflet. When was the formal diagnosis given to you, or has that not 
happened?
P: That was given to me when I think they discharged me the last time from xxx 
Hospital.
R: Right.
P: And it was, I don’t know a review or something. Six month review and that’s 
when they diagnosed me and they kind of hinted that erm the reason you know and 
I said you know how come it’s been three years and I haven’t been diagnosed and 
they said well it’s a really difficult thing to diagnose and difficult to treat as well.
R: Right.
P: So that was it.
R: And how did that leave you feeling hearing both of those statements?
P: Erm, (laughs) disempowered.
R: Right.
P: Just erm, here we go I’ve got something that they don’t even know enough 
about let alone me.
R: Mmm.
P: Just a hopeless thing you know I just felt a bit hopeless and I Just thought well. 
R: And how did what they had to say fit with your understanding o f your 
difficulties at that point?
P: Well I don’t think, like I said it felt a bit strange they just said you’ve got an 
Emotionally Unstable Personality Disorder and that’s that. You know so, they 
didn’t explain anything which I was surprised cos my Consultant Psychiatrist you 
know she’s quite good. Although I didn’t trust her or like her at first she seemed 
alright you know and I trusted her professionally, but not a personal level if  I knew 
her but I trust her professionally. So erm you know they are quite open with me 
they don’t hide anything from me which I like.
R: Sure.
P: Whereas my Art Psychotherapist I find her really secretive she doesn’t she’s not 
you know. I know I have difficulty trusting people anyway but yeah she’s, I don’t 
really trust her anyway she is secretive and complacent at times. I think am I 
projecting at times but then I think I am not projecting it isn’t actually you are 
inconsistent, you just willy nilly take holidays and go away and whatever and I ’ve 
said to her it’s hard enough to trust people as it is, without her being inconsistent.
R: Yeah.
P: Every time I see her I feel like I am meeting her for the first time, I don’t know 
her.
R: And you don’t experience that with other people?
P: Ah well I do yeah.
R: But it sounds like you are able, you are kind of disentangling the way you are 
generally and what’s about her and you are feeling it’s more about her?
P: Yeah exactly, that’s what I am trying to do, what’s your stuff and what’s theirs. 
R: Yeah.
P: Because I take it all really personally.
R: Mmm.
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P: Err you know people have called me over-sensitive before and stuff.
R: Being given this diagnosis of Emotionally Unstable Personality Disorder, is that 
remotely helpful?
P: In one way it is, because I sit there and I think okay there is a name for all these 
problems that I am having in one sense it gives it you know, it kind of contains it 
so it makes me feel a bit more comfortable that there is an explanation for all of 
these problems and all o f these things I am having. But on the other hand it is not 
very helpful because I don’t know enough about it (laughs).
R: Right.
P: So you know it’s fifty, fifty really. I would just like to sit down with somebody 
for an hour and for them to totally explain it you know and answer the questions 
that I have.
R: Absolutely and have you asked any of the people you are working with to do 
that?
P: Erm, what well only when I speak to my Nurse.
R: Right.
P: And she can only give me brief snippets you know.
R: Right.
P: Things like you know, do you feel anxious things like that and I ’m like well, 
yeah I do. Not really helpful.
R: Right.
P: I need to see a way forward that’s what it is, a way forward, a way out of this. 
Although I don’t believe it really, that there is a way out because I have always 
been like this.
R: Right.
P: But there is, a hope inside you know, there’s a hope.
R: Well that’s good that you’ve still got that.
P: Well it’s all I ’ve got to hang onto really, or else I ’d be, that’s why in a way the 
Therapeutic Community, when the Therapeutic Community came up, I thought 
well there is hope. There is an end to this. There isn’t definitely but a possibility 
that something out there could help me.
R: Yeah.
P: Although at the same time every time I ’ve seen my Nurse or go up to Vauxhall, 
everything changes by the minute. They are opening it they are closing it, they’re 
not. The funding is coming, the funding’s not, so erm you know, so I can’t sit 
there and say right I ’m definitely going to the Therapeutic Community because we 
just don’t know. Every time I go up to see them or my Nurse they tell me 
something different.
R: Sure, that must be quite hard too?
P: Well it just leaves you dangling in the air, feel a bit well I can’t bank on it as I 
don’t know if it’s actually going to happen. The guy up at Vauxhall, said it’s not 
very hopeful the Council will put the funding forward for me because now it is 
Local Authority funded or something so and he said they are not very good. It’s 
quite a worry really.
R: I know we spoke about you thinking that your difficulties come from a difficult 
childhood, do you think that there is any kind of one cause, for people that have 
these difficulties?
P: Erm, I don’t like to sound ignorant but I don’t know really.
R: Remember, there isn’t a right or wrong answer to any of these questions, it is 
your opinion that we are interested in.
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P: If  you ask me in like three years time and I ’ve been in and out the Therapeutic 
Community, then I would have understood about everything and I ’d be able to 
give you a good answer.
R: The right answer? But there isn’t a right answer, there are different answers.
P: No but it would be more helpful cos at the minute I just feel ignorant. I just feel 
that I don’t even know what I am, who I am, who I am becoming. I only know 
that okay I had problems in my youth that obviously contributed to this but I just 
don’t know, I don’t know. You know and I hear things that even when I was a kid, 
you know a baby they wanted to send me away you know. So there is stuff that I 
am not even aware of that happened. But erm you know that sort of impacted on 
me, you know. So sorry, I am a bit ignorant.
R: You are not, although you may end up feeling that way but the questions are 
really about getting your views on where you are at right now which is equally as 
valid as when you come out the other end, if  you go to the Therapeutic 
Community. Yeah you might have different views, but the ones I am interested in 
are the one’s you have got now.
P: Well yeah. I ’d say it’s not one, the way I feel at the moment is that it’s a 
combination of all these different things that have happened. I mean I just grew up 
and have grown up hating myself and always trying to keep that at bay and it just 
keeps rearing it’s ugly head and I just, you know I just think well why do I hate 
myself so much you know I ’ve got no logical explanation of anything I ’ve done to 
hate myself as much but I ’ve just got this terrible, terrible dislike and disgust at 
myself you know so, and that’s a major problem.
R: Do you think you would have had that if  you had had different childhood 
experiences?
P: I would like to think that I wouldn’t have had it if  I had had different childhood 
experiences. Just from you know, I used to teach and stuff and you can see kids 
and you see experiences and erm the environments they are brought up in you 
know and if it’s loving and caring they tend to erm, grow up a lot more balanced 
and a lot more independent thinking and a lot more balanced characters. The ones 
that are having hard times, are the most disruptive and erm the most challenging 
really.
R: So do you think erm that you were bom with the difficulties to any degree or do 
you think they have been developed by those experiences?
P: That’s a good question because I can see now, up until I got my diagnosis I 
thought well that’s just me I was bom like this. When I got my diagnosis they said 
well this is cos o f the difficulties you had as a child.
R: Mmm.
P: Then it was all about comfort because I thought, thank God this isn’t some 
genetic thing as that would be another way of not having any control over it you 
know and you know, so yeah.
R: Yeah, coming back to your day to day life what sort of impact do the 
difficulties have on your everyday life?
P: Huge, I don’t go out, I don’t socialise, I don’t see my friends.
R: Mmm.
P: I have no contact with people. The only thing I go out to do is to walk the dog, 
cos I ’ve got my dog and if it wasn’t for him I wouldn’t go out.
R: Right.
P: He goes out two, three times a day. He’s an old boy, I take him down the park 
two or three times a day for a stroll and yes if it wasn’t for him, I I ’d just be, I 
wouldn’t go out, I wouldn’t see the sunshine so you know I, Yeah.
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R: So, when you are out with your dog. How are you then?
P: Nervous, anxious, but I go up onto the common, where you don’t see anybody. 
Once I get off the street and onto the common I ’m okay cos it’s me and nature, it 
calms me down I feel a lot calmer, a lot more peaceful.
R: Mmm.
P: But I am very edgy and anxious out. Cos I was attacked you see, at my last 
house, every time I went out I was attacked.
R: Mmm.
P: By gangs you know. They tried to stab my dog and slice me up. Before then I 
wasn’t, I couldn’t say I was a social animal I was always a hermit, but just to go 
out down the shops I wouldn’t think twice about I would just do the normal 
everyday things whereas now I have to build up to it. I f  I have to go shopping to 
Tescos I have to build up to it and I just switch off. I just go in there and I switch 
off mentally and that’s the way I cope because I have to do it. So life changed a 
lot.
R: Yeah.
P: A hell o f a lot for me.
R: And have those difficulties come from the point at which you started to get 
attacked by your neighbours and people around.
P: No, they started when I left work. About six months before I left work I was 
starting to fall apart you know, and I tried to hang on, hang on, hang on and one 
morning I woke up and I just couldn’t take it. I just cracked, I just couldn’t take it 
anymore and that was it and I, I didn’t and normally I was a very responsible 
person but I couldn’t even phone work to tell them that I wasn’t coming in 
anymore. I was just in a terrible, terrible I was in a state and I didn’t want them to 
know.
R: Thinking, moving on from there, how do you think your difficulties impact 
your relationships with others?
P: Erm, well I don’t really have relationships with others (laughs).
R: Right.
P: I never really have, I have always been a bit o f a loner and found people too 
stressful and a lot of pressure and very manipulative and very suspicious and cos I 
don’t trust people, I think I don’t need people. People just cause me problems.
R: Do you see those kind of thoughts as part of your diagnosis or a choice that you 
just prefer life on your own?
P: Erm, well I ’ve always thought like that you see 
R: Mmm.
P: I have always been like that, it is a part o f me, you know so I find it difficult to 
separate from my diagnosis and me, you know I just think well I ’ve always been 
like this. I have always been difficult. I’ve not really had many friends. You 
know I have always had this so it’s difficult really. It’s just part of me.
R: So you’re existing social network, how would you describe that?
P: Non-existent. I don’t see my family and I don’t see my friends.
R: Would you say that you still have friends or?
P: That’s a difficult one because I haven’t seen them for so long and I ’ve been out 
of contact with them. I suppose I haven’t. They stopped calling about a year ago. 
R: Right.
P: So no. But it is just too much for me. I feel embarrassed, I feel ashamed, I feel 
anxious. Yeah I just think, I can’t cope with that and I think I can’t see anybody. 
And even picking up the phone, I think unless I know somebody is going to phone, 
it is very rare that I pick up the phone, lately I must say.
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R: You picked up the two calls from me.
P: Yeah I have, well this one I was expecting and the other one I think I was 
expecting the Doctor to call.
R: Is that something you would like to change, would you like to have a social 
network again?
P: I don’t know really.
R: That feels like it’s a bit hard to unpick?
P: That’s why the Therapeutic Community in one way freaks me out because I 
think. Oh my God I am in there with all those people twenty four seven, I won’t 
last five minutes. I ’ll just go mad or I will just lock myself in my room and never 
come out.
R: Mmm.
P: So, no I don’t really know. It’s going to be a major change if I do go to the 
Therapeutic Community.
R: Yeah.
P: Yeah I ’d like to think I’d be strong enough to cope and get through it but I’ve 
just got a horrible feeling that it is just going to be too much.
R: Mmm.
P: But on the other hand I think, well you’ve got to go for it, cos this is your God 
damn only chance, you have tried everything else and nothing else has seemed to 
help. So this is last chance really. So I put pressure on myself where I just think, 
well you know, you’ve got to do you’ve got to do it (laughs) but we’ll wait and 
see.
R: And how do you think that your difficulties impact the way that other people 
see you?
P: Oh massively. People just see me as, people describe me as, Bohemian, 
eccentric erm mad, space cadet,
R: Right.
P: When I meet people, most people won’t get on with me, they can’t relate to me. 
But that’s fine with me cos, yeah. It sounds dreadful but I just can’t be bothered 
cos I think well if  I get bothered and I get close to somebody they are going to start 
manipulating me and they’ve got some ulterior motive. They have always got 
some ulterior motive. There is always something there. So just problems and 
stress or they are phoning up and they are saying do you want to go out and I can’t 
deal with any of that and I don’t like saying, I don’t like appearing vulnerable, so I 
don’t like saying look erm, you know I ’m feeling really bad today or I ’m not well 
today. So I just make excuses and it just ends up you know, just one big lie and 
one big stress. And I just can’t cope with it all so I just think well stay away from 
them.
R: You mentioned your friends did stop calling you a year ago.
P: Yeah.
R: What do you think that was about?
P: Oh just cos I never called back. They’d keep on calling, keep on calling then in 
the end I just think they got fed up you know, or took it personally, which I don’t 
want them to do but at the same time I can’t explain to them. They’ve always seen 
me as a strong person.
R: So how do you see your future generally then?
P: Erm, I don’t really. Everything I had I’ve lost. The only thing I have got left is 
my dog and he’s on his way out.
R: Mmm.
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P: So I don’t really know, I, I dread the future. I just think oh my God, nobody is 
ever going to employ me again. They kept me on the books at work for two years. 
I didn’t want them to but they’ve kept me on and I couldn’t do it or I wouldn’t be 
entitled to any benefits. So you know, I just think oh my God, everything I have 
ever done is just down the pan and that’s the end of that. Obviously, people’s 
stigma around mental health.
R: Mmm.
P: So yeah, I just see myself as being some woman growing old with her dog 
(laughs).
R: Right.
P: Anyway, it’s better than what I thought a few months ago because a few months 
ago I just thought I was going to be some bag woman on the streets for the rest of 
her life you know.
R: And that’s changed.
P: Yeah that’s changed, so I ’m in a better place.
R: And you’ve mentioned the previous treatments you’ve had. So what ones have 
you had you’ve been in hospital, what kinds of treatment have you had.
P: Oh no, they just put me in there they didn’t give me any treatment. I didn’t 
even have a proper aerial for a TV it’s dreadful. And the food was just, oh my 
God. I was better off starving than the congealed whatever they gave, you know.
I just think once you’ve got a mental health problem, I think when I ’m homeless 
and everything else, the last thing I do is eat healthy and I think when I come into 
hospital and you know you need a bit of omega 3 and a bit o f walnut and a bit of 
serotonin levels, and I think, oh God even the basic, basic things, forget that 
therapy, even the basic things they don’t provide. The only thing they did provide 
for me was a warm bed cos I was out on the streets.
R: So were you given any, have you had therapies in the past?
P: Well I had some Gestalt Counselling when I was about twenty three.
R: Mmm.
P: And then I had, oh they gave me some Art Therapy in xxx Hospital and some 
Group Therapy. And then I started Art Therapy with this Art Therapist about a 
year ago, erm but err I don’t find it very helpfiil.
R: Did you manage to complete each set of those treatments?
P: Err, well no not really (laughs).
R: Mmm.
P: Not really, no (laughs).
R: What was not helpful about it, you were saying it’s not helpful so what was not 
helpful?
P: Just I don’t trust her, I don’t think she’s genuine I don’t think, I don’t trust her 
so it’s very difficult.
R: Is there anything about any of the treatments you think was helpful?
P: Oh the Gestalt was very helpful, that was the first time I began to look at stuff 
with clarity and understanding and erm, yeah that was really helpful. It was only 
about three months and that specifically dealt with the abuse when I was thirteen 
because before then I had never told anybody.
R: Mmm.
P: Anybody at all, so it was a huge relief and weight off my shoulders.
R: Yeah.
P: When I eventually managed to vocalise you know and realised that the way I 
was feeling was to do with abuse, you know.
R: What was different about that relationship?
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P: I trusted her, implicitly.
R: What kind of things do you need then maybe from a therapist to think, oh yeah 
I feel trust. Is that anything you can verbalise?
P: For them to be open, honest and genuine. Like my Mental Health Nurse. I find 
her really open, honest and genuine and I trust her.
R: Yeah.
P: Whereas erm, I don’t trust my therapist. You know just questions I have asked 
her and stuff like that and she is very avoidant and I just think I don’t trust you and 
I just think I am not intruding on anything, it’s just a simple bog standard question 
and you know , anyway.
R: You said that you didn’t complete the previous treatments, what was it that 
made you think, I am not doing this anymore?
P: The Gestalt was a problem as it was really good and I really trusted her but the 
problem arose when I started feeling attracted to her and so I told her that, you 
know, because I thought we can explore this, work through this and she got all 
freaked out and stopped the therapy, so that ended that.
R: What about the other ones you have had?
P: The other ones were when I was at xxx hospital, I can’t make any connection 
whatsoever, I was just in a distraught state you know erm, yeah and now this Art 
Therapy that I am having now.
R: Have you had medication before for any of the difficulties?
P: Yeah I have been on medication for about three years now, yeah.
R: Right.
P: I am on Venlafiaxine 75mgs and I think it is 30mgs of Metazapine.
R: Right.
P: The Venlafiaxine I don’t think works at all. Erm and the Metazapine is good for 
knocking me out. It knocks me out.
R: What is Metazapine a treatment for?
P: It is an anti-depressant but it’s side effect is that it is a sedative so the Doctor 
told me that it is non-addictive, it passes through the bloodstream in twenty four 
hours or something but although it makes you, what they say drowsy, it’s not a 
sedative it’s an antidepressant if  that makes sense.
R: Yeah and how do you think that treatment at the Therapeutic Community will 
affect you in the future?
P: Oh I don’t know, I just hope, I just think my hope is that you know that I can 
feel okay about myself, stop hating myself and blaming myself.
R: Mmm.
P: For everything that’s my major thing that I hope it can do that for me, well I 
hope I can do that in the Therapeutic Community.
R: How long do you think it will take for that to happen?
P: (laughs) You know I don’t know. I am 34 now and nothing’s changed so I 
think. Oh my God something’s got to be done. It’s terrible or whatever but I just 
think it’s got to be a damn miracle you know I haven’t managed to change myself 
and I ’ve worked so hard at it. If  I can’t do it, I just hope the Therapeutic 
Community can.
R: What do you think that you now need to do to help your difficulties?
P: I don’t know, support I think is important. I just feel very, everything is too 
much, too much.
R: So it sounds like you are saying there’s kind of you feel a bit like there is 
nothing you can do to help?
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P: Sounds really, victim, but you know I’ve just spent so much of my life just 
trying and trying and trying and then failing terribly and falling flat on my face 
every two years. Cos I wanted my life to be something positive and I tried to turn 
it into something positive and I did for a while but then I just fall apart and I try 
and you know get back on track and I do get back on track and get positive but 
then I fall apart again.
R: Right.
P: And I just think this whole process is pointless what is the point, I am just going 
to fall apart again, I am just going to be flat on my face and feel ashamed and 
embarrassed and all o f those things every two years.
R: And what kind o f things have you done to stop yourself falling apart in the 
past?
P: Erm, I can’t think, it’s like it evolves if that makes sense, it’s like a slow 
process, that I am not even aware of and before you know it is on top of me and 
it’s all too much and then I can’t cope but I can’t put my finger on it, it’s just life, 
it’s just life.
R: What about other people what do they need to do to help your difficulties?
P: Erm, try and understand me, cos for years nobody seemed to understand me, 
you know the hospital, my Art Therapist, my Consultant Psychiatrist you know 
nobody seemed to understand me. I felt like I was shouting at a brick wall, 
banging my head against a brick wall. I felt, what I felt like and what I felt like 
and I kept saying to my therapist that I just felt like I was talking Japanese.
R: Mmm.
P: And no matter how much I tried to articulate myself and explain things, and I 
thought am I talking Japanese? What is going on why don’t people understand? 
That gets really frustrating.
R: Yeah.
P: And I don’t understand why that happens. Cos I ’ve always prided myself on 
my good communication skills you know and I just don’t seem to be able to 
communicate so people understand me, or understand where I ’m coming from.
R: So having spoken about all o f this where would rate your mood now on a scale 
of 1-5 with 1 being negative and 5 being very positive?
P: Oh 2, still 2.
R: Still 2, yeah. Is there anything else you think it’s important for me to know 
about you or your diagnosis, how you feel about it, or anything like that?
P: I don’t know, not that I can think of. I tend to forget things a lot so when people 
ask me questions my brain doesn’t tend to think naturally.
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Appendix Q: Process of Theme Analysis
From initial free nodes coded from the left margin analysis of the text a hierarchy 
of three levels of tree nodes were set with 1 being the highest level. Level 1 was 
created first by summarising themes from the left margin analysis as a right margin 
analysis would do in the pen and paper technique o f IP A. These were clustered 
together to create Level 2 tree nodes as themes and finally Level 3 tree nodes were 
created at the highest level to represent super-ordinate themes.
Level 3; Super -ordinate Theme Identity of Difficulties
Level 2
Understanding of Cause
Level 2
Understanding of Consequence
Level 2
Emotional
Experiences
Level 1 Level 1 Level 1
Childhood Experiences Behavioural Can verbalise emotions
Genetic Cognitive Cut off from emotions
Not Understanding Cause Emotional Extreme feelings
Not knowing answers Social Frequent mood changes
Thinking there must be a right or 
wrong response
Impersonal relationships Anxiety
Environmental cause
Communication difficulties Fear
Problems not present at birth
Fear of saying wrong things Confusion
Ideas changed after diagnosis
Not fitting in Disempowerment
Happy not bom with problems but it
Others not relate to me Hopelessness
is due to experiences Different from others Mistrust
Not genetic as no other family 
members have
Not acceptable to others Shame
No self-esteem Embarrassment
No confidence 
Hate way look 
Periods not self harming
Self-blame
Hiding feelings consciously
Tracy King Research Dossier: Research 3 Major Research Project 292
Level 2
Understanding of Cause
Level 2
Understanding of Consequence
Level 2
Emotional
Experiences
Level 1
Parents not sociable so learned to be 
that way
It is a predisposition
Told by external sources - teacher, 
psychotherapist, parents.
Level 1
Hard to keep others in mind
Isolation
Not working
No energy
No motivation
Frequent hospitalisations
Frequent contact with mental health 
services
Self harm better than other things 
may do
Over attachment to others 
Under attachment to others 
Hard to make or keep friends 
Hard to form any relationships 
Others cause problems 
Others manipulate
Fear consequences of being with 
others
Self harm from early age 
Cutting/Burning 
Blood letting 
Eating disorders
Drug and alcohol addictions________
Level 1
Hiding feelings is hard
Unable to acknowledge 
feelings in interview 
Irrational
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Level 3: Super -ordinate Theme Identity of Difficulties
Level 2
Experience of Diagnosis
Level 2
Experience of Treatment
Level 1
Has to be a diagnosis
Diagnosis helpful for seeking treatment
Waiting long time for diagnosis
Fighting for diagnosis
Professionals not explicit about diagnosis
Conflict about usefulness of diagnosis and not 
knowing enough about it
Diagnosis helpful as confirms own suspicions
Diagnosis helpful as can write it on forms
Diagnosis unhelpful label as everyone is 
individual
Level 1
Therapeutic Community is last chance
Will be hard to deal with if can’t get into 
Therapeutic Community
Ambivalence about time in Therapeutic 
Community being one year
Mistrust of professionals
Professionals not listening
Professionals not respecting views
Professionals making wrong assumptions
Not offered therapy
Told untreatable
Multiple assessments
Closing down of conversations
Treatment last a while before see change
Change can’t be radical
On medication for anxiety, depression, anti 
psychotics also.
Short term benefit of medication.
Treatment made symptoms worse
Problematic being involved with too many 
professionals
Treatment better if structured
Treatment better if given more space to bring 
what want to
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Level 3: Super -ordinate Theme Identity of Self
Level 2
Perception of Self
Level 2
Perception of Self in Relation to Others
Level 1 Level 1
Blurring between self and PD Felt normal
Not knowing self Only knew not like other when others said
Self loathing Always been that way
Not understanding why hates self Want to be like others
Able to identify what wants to change about self Can see different from others
Able to identify what has helped self Don’t know what normal is
Shame an hate towards self Want to function in society
Lack of self acceptance Want to fit in
Important to know who you are to make friends Everything is about me
Conflicts in self in what wants to do and what 
does do
Rationalisations to avoid inner conflicts 
Past offers identity 
Self as victim
Poor sense of self link with incoherent narratives
Others are the same as me
Hard to judge impact of behaviour on others
Want to know what others think
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Level 3: Super -ordinate Theme Maintaining Factors to Identity
Level 2
Coherence of Narrative
Level 2
Locus of Control
Level 1
Need to know about PD before can call it something else
Difficulties out of awareness
Can’t put finger on what problem is
Could self-conceptualise problems as interview went on
Reason for difficulties transitions during childhood
Few or too many explanations offered for reasons and 
causes of difficulties
Level 1
Control of behavioural consequences sometimes 
internal sometimes external
Can’t control self change
Can’t control understanding of others
Change is out of control
Little control over emotions
Look to others to know how feeling
Not knowing reasons for referral Increase of control with diagnosis
Difficulties hard to explain Little control over ongoing treatment
Vague understandings At mercy of professionals
Physical difficulties Can’t control thoughts
Can manage PD but not cure Can’t control behaviours
Caring profession aided coherence Can control suicidal behaviour
Awareness of incoherence Self control increases over time
Quest for understanding No control over choices
Hope for a specific reason Little control of triggers and spiralling down
Historical information vague
Sudden relocations in childhood
External verification of facts needed
Clear internal understanding of problems hard
Little self-awareness as to why looses friends
Self-conceptualisation outside diagnosis hard
Self-conceptualisation synonymous with diagnosis
Perceived weird by others
Creates new narrative to fit with others
Fear no one knows anything
Greater coherence around symptoms/labels
Greater coherence regarding onset
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Some examples of Free node -  left margin analysis that themes were clustered 
from:
Difficulties go a long way back Can’t do anything to help self
If had different childhood experiences wouldn’t No control over emotions
be this way
Feels hopeless with regard to treatment
Reason for difficulties family life and abuse
Felt disempowered when told could not be 
Previously believed bom with difficulties treated
Have to understand PD to understand cause. Funding issues
Professionals have little understanding of cause. Hope treatment stops inner anger
Didn’t go out
Drinking, Drugs, Sleep shut out fear
Hope treatment would stop addiction and eating 
disorder
Ended up homeless as lost it
Hard to complete therapy
Hospital Admissions
Running Away from home
Self harm after slow build up of problems
Self harm v. drink and drugs
Stopped working
Suicide Attempts
13 at first breakdown
Trying to find ways to cope other than self- 
harm
Difficulty understanding impact
Hard to trust others
If low everything is negative
If positive more energy and motivation
Moods change rapidly
Loosing it is terrifying
Diagnosis only 6 months ago
Internet source of information via Mental 
Health Nurse.
No explanations
No one seems to know
No control over symptoms
Medications for depression
Need a miracle to change as been that way for 
so long
Other people need to understand better
Support is needed for change
Therapy is not helpful
Ambivalence Therapeutic Community
Symptoms unconscious
Therapy helpful if trust there
Diagnosis gave comfort
Good to have a name for things
Can identify with diagnosis
Can’t self-conceptualise difficulties outside of 
diagnosis
No understanding prior to diagnosis
Helps you to know what to write on forms
Psychology training helped understanding
Understanding increased over time
Craved more understanding and explanation
Random symptoms 
Stress meeting new people
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Not helpful if don’t understand it
Strange to get diagnosis
Unable to identify with leaflet on PD
Diagnosis emotionally unstable personality 
disorder meant nothing
Concern for others after diagnosis
Need to know more about PD before can do this
Used to diagnosis hard to think of anything else
From CPN
No formal referral discussions 
Referral took long time 3 years 
Too Anxious
Can’t cope with social situations
Every tiny things a challenge
Pattern of breakdown every two years 
Primary school teachers fault
Psychiatrist bad
Consistency helps with trust
Don’t know self
Hate of self
Don’t need people
Feel normal until told
First disclosure of abuse helpful in therapy
Hard to disentangle what thoughts are part of 
self and what are part of diagnosis
Hard to say if wants to increase social network
Need to see way forward
Openness helps with trust
Normal unless told by others
Triggers to suicide is breakdown pattern
Just want normal stable life
People in Therapeutic community are anxious
Take things personally 
Hard to see future 
Hard to see can change
Professional said PD hard to diagnose and treat
Inconsistency professionals
Only one person helped
Better in first two years of senior school
Work caring profession
Abused by teacher
Assaulted by others
Bullied at home and school
Council not hearing difficulties
Council took house
Home life difficult
Homeless
Primary school difficult
Hospital experiences bad
Wants to change inner anger
Wants to feel okay, happy with self
Wants to not be riddled with anxiety
Wants to not be riddled with suspicion
Wants to stop blaming self
Wants to stop hating self
Want to be like others
Others can’t relate to me
Others want to change moodiness mistrust and 
suspicion
Others cause problems
People in therapeutic community are the same
People in therapeutic community can’t get life 
together
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Appendix R: Further examples of verbatim quotes to support themes
Examples of further evidence for themes
IDENTITY OF DIFFICULTIES
Understanding of Cause
Life Experiences:
“Stu ff that’s happened. ” (Louise)
“I  sort o f  thought that i t ’s my parent’s fault that I ’m like that as well like. Think 
they put a lot o f  pressure on me and Think they didn’t tell me what was 
appropriate and what wasn’t, maybe like, not so much with like, maybe with like 
my little words and all my little things, my special things, I  think they ju s t kind o f  
gave into it. ’’ (Joanne)
“My Mum and my Stepdad are not that social people anyway, they don’t have 
many friends. ’’(Melanie)
Not Genetic as no other family members have same difficulties:
“I  certainly fee l like the black sheep o f  the family with regards to depression and 
self-harm. ’’ (Melanie)
Born with Difficulties:
“Probably a lot o f  i t ’s ju st the way I  was born or something” (Louise)
Information external sources 
Family member
“I was told, err the truth, incest.” (Sarah).
Teacher
Understanding of Consequences 
Social Difficulties:
“I  guess, erm, er school, erm, having trouble with social things really. ” (Louise)
“Also part o f  the disorder is i t ’s a social thing...I tend not to have many 
relationships. I  keep them on an impersonal, business level. ” (Maxine)
Communication difficulties leading to not fitting in:
“My ability or lack o f  it to relate to people. My increasing isolation... I ’ve got a 
few  friends in Church but nobody to talk to. It is so long since I ’ve talked to 
anybody.. . I ’ve never enjoyed parties because I  don’t know how to make small talk. 
Any sort o f  conversation. A bit like an actress learning the words, I  have to plan a 
response and you don’t always get it right... I  mean I  can remember parties where 
I  fe lt like a bit o f  a wallflower. I t ’s silly i t ’s sort o f  difficulty with social chit chat.
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I t ’s easier i f  i t ’s somebody I  really know very well. And even then it will be 
difficult. ” (Maxine)
Being differentiated from others, not acceptable:
“Erm, to get along in society and do normal tasks without getting upset or stressed 
out and facing up to the problems and things and not trying to hide away from  
them kind o f  thing...I ju st fe lt like different then and I  didn’t relate to other 
children, I  didn’t relate to them and I  used to do very strange things, I  used to 
insist that I  wasn’t who I  was and that I  was somebody else, really weird 
things. ’’(Joanne)
“I  think I ’d  ju s t like to be less rigid, less disturbing, less whatever. I  think being 
with other people as well. ” (Maxine)
Difficulty keeping others in mind:
“I  live by m yself and I  don’t have to consider anybody. I  mean the only time, I  
mean normally I  wander round the fla t with the lights o ff with nothing on. ” 
(Maxine)
Isolation and inability to work:
“So working hasn’t really worked out and I  have been signed o ff sick 
basically. ’’(Melanie)
“Err, quite a lot, cos there are lots o f  different bits o f  me trying to do different 
things, sometimes it makes it kind o f  hard to make friends and o f  course I  don’t 
meet many people anyway. I ’m staying in mostly you know. I  haven’t got a job  or 
anything like that. ” (Louise).
“I  didn’t go out fo r  six months. ” (Fran)
“Erm, yeah well, er I  can’t work or anything” (Louise)
Problems energy and motivation:
“I  was working fu ll time and then I  had like, a breakdown and then I  ju st couldn ’t 
cope...I’d feel. Oh my God, it all becomes very overwhelming, but erm i f  I  woke up 
one morning and fe lt a little bit more positive I ’d do something you know because I  
don’t have any energy or motivation to do anything. ’’(Fran)
Over attachment with others:
“The Gestalt was a problem as it was really good and I  really trusted her but the 
problem arose when I  started feeling attracted to her and so I  told her that, you 
know, because I  thought we can explore this, work through this and she got all 
freaked out and stopped the therapy, so that ended that” (Fran)
“Erm, I ’ll be honest, like this Israel situation that I  mentioned I  had to figh t fo r  the 
therapist cos she happened to be my cousin. I  opened up proper fo r  the first time I  
guess with having the space to do it. It turned very sour because o f  the situation 
involved. She got fired  fo r  an affair that didn’t happen. ” (Sarah)
Tracy King Research Dossier: Research 3 Major Research Project 300
Rejecting o f others:
‘‘Sometimes its fuck  o ff before they get to know me because I  can’t risk this right 
now. ” (Sarah)
Conscious choice to avoid others to avoid consequences:
“It sounds dreadful but I  ju st can’t be bothered cos I  think well i f  I  get bothered 
and I  get close to somebody they are going to start manipulating me and they’ve 
got some ulterior motive. They have always got some ulterior motive. There is 
always something there. So ju st problems and stress or they are phoning up and 
they are saying do you want to go out and I  can 7 deal with any o f  that and I  don 7 
like saying, I  don 7 like appearing vulnerable, so I  don 7 like saying look erm, you 
know I'm  feeling really bad today or I ’m not well today. So I  ju s t make excuses 
and it ju s t ends up you know, ju st one big lie and one big stress. And I  ju st can 7 
cope with it all so Iju s t think well stay away from them. ” (Fran)
“As I  say I  don 7 want eruptions out in public. ” (Maxine)
S e lf  harm:
“Yeah, only I  don 7 ,1 do stu ff to myself but I  don 7 do stu ff to other people I  have 
never hit anyone or anything like that. " (Louise)
“Erm well they put me in xxx Hospital when I  was 13 fo r  self-harming so, I  used to 
self-harm a lo t.. ’’ (Fran)
Times been able to stop self-harm:
“There have been various times but I  don 7 think there has ever really been a time 
when I  have stopped se lf harming since age 14, I  think the most I  went was no 
more than 6 months possibly 4 months but it didn 7 last. ” (Melanie)
Burning:
“Yeah erm, cut, burnt. ” (Sarah)
Blood letting/eating disorders:
“Although cutting was primarily the way I  cope, at the end o f  last summer my big 
disaster was blood letting which got me into very serious trouble... Well this is the 
thing while I  was in hospital last time it shifted over to eating or rather not 
eating. ” (Melanie)
Addictions o f drug and alcohol:
“To alleviate all o f  this going through my head, you know so I  ju s t try and get 
more and more stoned and more and more drunk and then that doesn 7 work and I  
ju s t think all I  want to do is sleep cos i f  I  can sleep I  don 7 think this and so I  drop 
a load o f  sleeping tablets and carry on drinking and smoking until, eventually I  am 
knocked out. ” (Fran)
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Self-harm lesser o f two evils:
“But the problem is that i t ’s out o f  the frying pan into the fire  because when Ife e l  
the need to cut m yself and I  am really determined that I  wont, well what I  do is just 
get really, really, really stoned and really drunk and take some tablets. ” (Fran)
Suicide:
“In 2005 I  drove my car into a ditch you know in 2006 I  ended up having two 
blood transfusions on two separate occasions, there have been times when I  really, 
really have wanted to be dead and fo r  myself, selfishly, I  really wish that I  wasn 7 
around anymore... ” (Melanie)
Frequent hospitalisations:
“Then I  saw my GP and my GP referred me to my Consultant Psychiatrist and 
then I  had erm, about four or five  admissions into the xxx wing in xxx 
Hospital...Then I  held on fo r  about, it m ust’ve been about ten or eleven months 
and then I  tried to commit suicide, and ended up back in the xxx wing, I  was just 
too ill to go back” (Fran)
Social difficulties consequence o f hospitalisations:
‘7  lost contact with a lot o f  my school friends due to being in hospital... Towards 
the end o f  my school years and ju st leaving, vanishing o ff the face o f  the earth one 
day where I ’d been sectioned basically. And that happened on a couple o f  
occasions. ” (Melanie)
Emotional Experiences
Extremes o f feelings:
“Yeah, I  mean i t ’s only a few  weeks ago that I  was very upset over something, I  
can 7 remember what. I  had taken the recycle downstairs and somebody I  know 
along the corridor the other corridor and I  remember saying I  have enough 
upstairs to kill m yself several times over...and I  was close to doing it... my 
responses tend to be very extreme. Probably, totally irrational. ” (Maxine)
Mood changes:
“Moods change rapidly and dramatically. ” (Fran)
Anxiety, fear an confusion:
“Most o f  the time I  fee l confused and scared. ” (Maxine)
“the most terrifying is when I  really do start loosing it and I  don 7 know what to do 
really, I  ju st don 7 know and that’s how I  ended up homeless I  ju s t couldn 7 go 
back there, you know. ’’(Fran)
“Yeah I ’m very frightened o f  life and think about w hat’s going to happen to me 
that really scares me, it scared me to grow up and it scared me being an adult and 
it scares me to get older, it ju st really frightens me, really horribly frightens me...
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dt frightens me so much, I  don 7 know what I ’m going to do when you know. ” 
(Joanne)
“Err, fear o f  people really I  guess and not being able to accept myself... Yeah 
there’s that and also this fear about the world and stu ff I  suppose, o f  other 
people... Erm being scared and that there was no way I  could stop people doing 
what ever they like to me. ” (Louise)
Anger, frustration, sadness:
“Erm, confusion, hurt and anger I  guess... A range o f  things really, either I  feel 
really crap about myself or I  get really angry with other people. ” (Louise)
“Frustration, anger, anti-Semitism, I ’m Jewish. ” (Sarah)
Mistrust:
“But i f  I  do get a chance to know someone and I  trust them then I ’m okay... And I  
can trust them then. It takes quite a long time. ” (Louise)
“I  am independent and to be quite honest my trust levels aren 7 always high. ” 
(Sarah)
Conscious decision to hide feelings and cut off:
“I t ’s not, no I  can cut that, you know what I  mean. ” (Sarah)
“Yeah in meeting people, I  think they often do see me differently I  guess, I  meet 
somebody and I  try, I  guess I  try hard and I  try to be confident and often 
sometimes people see that confidence and think she’s fine, sh e ’s okay... Erm, and 
you know struggling, so I  think people probably, i f  I  was to have a conversation 
with them like this, they wouldn 7 think there was anything wrong” (Melanie)
“Also I  am very detached, people call me the space cadet because I  ju st detach. ” 
(Fran)
Experience of Diagnosis 
Fight for diagnosis:
“I ’ve had problems practically all my life, erm. I ’ve only recently been told my 
diagnosis... I  had to figh t fo r  that. ’’(Maxine)
Helpful for seeking treatment :
“But I  really didn 7 know sort o f  what to, where to go without a diagnosis because 
there is so much, I  mean Borderline Personality Disorder can have a huge 
spectrum o f  things ” (Maxine)
Fighting for diagnosis/not explicitly given:
“The last thing my Psychiatrist said when filling in things like driving license 
forms and things like that, I  went to her and asked her what I  should put on it 
where it says diagnosis and her answer to me was a Recurrent Depressive 
Disorder... Where I  saw Personality Disorder that was a few  years back but
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nobody did bother. I  think it was on an incapacity benefit form  or something, erm 
and nobody had ever bothered to go through it and say why. ” (Melanie)
Helpful diagnosis:
“Err, the Post Traumatic Stress one has been helpful cos it reminds me in a way 
that it isn 7 ju st my head, yeah. ” (Louise)
“I  mean I  looked it up briefly on the internet. I  thought that explains my whole 
life. The whole general picture but perhaps the more anti social, contact sides..I’m 
not imagining all this. ” (Maxine)
“I t ’s quite helpful when people want to know what’s wrong? I t ’s something you 
can sort o f  just say...Personality Disorder, makes it easier with things like this so I  
can say it, say i t ’s that. Something you can write down isn ’t it (laughs)... 
Something to write on forms, ifyou write stu ff down how do you write it, it gives a 
label in times like that. ” (Louise)
Diagnosis not helpful:
“I  think at the end o f  the day everyone is individual and when you think o f  one 
person with Schizophrenia they are going to be different to another person with 
Schizophrenia... And your treatment o f  them is going to be completely different, so 
why label them with the same name...I ju st think well yes, I  understand that my 
coping mechanisms are maladaptive and not perceived to be normal and not 
healthy and yes they are disordered and they are part o f  my personality. So again 
the words f i t  but that’s not something that I  would like to say as much... but then 
like I  say I  don 7 like the labelling and giving people labels and diagnoses that 
much anyway, as I  don 7 know how helpful that is. ” (Melanie)
Experience of Treatment
Not being listened to or respected:
“At the moment, I  think my team have been more unhelpful than ever. I  have 
requested a bit o f  space and a bit o f  time, a couple o f  weeks break. I ju s t fe lt like I  
was being harassed by them basically. I t ’s driven me further away from  them. Oh 
well they have finally decided that now there is a problem with my weight and my 
eating disorder despite the fac t that I  brought this up before Christmas, where it 
was dismissed. So you know, it is an ongoing disagreement. ” (Melanie)
“I  mean at one point there was one Doctor who blatantly lied to me. The last time 
I  ever saw her she had been lying fo r  over a year. She hadn 7 wanted to see me but 
did partly to keep me happy and partly to keep my GP happy. She didn 7 see me as 
treatable or helpable or whatever. You know I ’ve had that sort o f  feeling from  
Psychiatric services fo r  so long that I  fin d  it very difficult to trust any o f  them. 
Trust is something that once lost takes a lot o f  regaining. ’’(Maxine)
“They always say it would be good fo r  me. They say we are thinking o f you la la 
la, but they’re not really, well they might be but they are thinking o f  themselves 
first. Like the last time, I  saw a forensic guy, who was really interested and wanted 
to assess my risk and stu ff like that, so they sent me a middle age guy to assess me
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who I  have never met before. Its like well I ’m not going to tell him anything and 
err he sits down asking me when I  was born, what I  was like as a toddler, when 
and where I  went to school and things” (Louise)
I f  you talk you end up sectioned:
“The story is well why don’t I  chat about it? Well who exactly to? You talk about 
it, i t ’s sh e ’s gone crazy le t’s section her. This is reality lets face it. I  guess that’s 
what shrinks are fo r  or shut up, move on and do you get me...Or when 
professionals speak in the third person i t ’s fa ir  enough but not when you are 
hearing it. ” (Sarah)
Treatment not helpful:
“The first time I  actually ended up in xxx on a private ward. Which being a child, I  
was still young, there was still the education side o f  things. They had an education 
section, erm, but then they had various groups to join in with in the afternoon 
which you know I  did. A t the private one, I  don’t think anything was helpful none 
o f  the kids really wanted to join in, it was very loosely run, it w asn’t very 
structured. ” (Melanie)
Feelings i f  don get into Therapeutic Community:
“It will be like a holiday place. What do I  hope to gain from  it? So I  can rest up 
and, be. I ’m not sure I  want it, that’s the truth, but rest up and be and carry on 
with s tu ff that is true. I ’ve been discharged and that’s how it is. Get my writing 
done. I t ’s stress. I ’m not getting help with it and I  don’t know, you know what I  
mean. I  am fe d  up with people ju st chatting and not doing. This I  do m yself but I  
don’t know. The w ait’s a relief and it will probably be a piss o f  i f  I  am not in the 
place. ” (Sarah)
Told untreatable:
“I  mean I  don’t know i f  i t ’s true or not and I  may be dead wrong but basically a 
third o f  Doctors consider my disorder treatable, a third didn’t and a third sat on 
the fence. I ’ve always been unlucky and got the one third that didn’t. So, I  didn’t 
have a chance, i t ’s only sort o f  recently that I  found someone that has been 
prepared to consider the possibility that you know that I  could be treatable” 
(Maxine)
Only offered assessments:
“No I ’ve never had any therapy ...Yeah, people have assessed me and assessed me 
and assessed me. No one will give me therapy...Without people saying when I  want 
to talk about something, you can’t really talk about that. You know you need to 
wait until you have some therapy, you know i t ’s like that’s been said fo r  years 
now. ” (Louise)
Treatment needs to be a while change will not be radical:
“I  don’t think i t ’s going to be one or two, 1 hour interviews. I  think i t ’s going to 
be, i t ’s I  mean we are dealing with somebody’s life, you know basically we are 
dealing with 53 years that’s not going to be changed in the course o f  an hour or 
two. I t ’s going to take, I  mean they say it takes sort o f  six weeks to ingrain a new
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habit or something...! think I  am helpable. I  mean treatment, people still these days 
think o f  it in terms o f  cure, which magically, really there isn 7 such thing (laughs). 
Cos even surgically you are left with a scar which is technically, not a cure. ” 
(Maxine)
Medication offered short term benefits:
“In the short term yes, i t ’s a pick me up, it perhaps helps me get out o f  the rut I  
was in. But long term it doesn 7 seem to be beneficial which is why I  think now 
both me and my Psychiatrist agree not to try any medications. ” (Melanie)
Treatment not helpful:
“Fucked me up slightly more I  think. ” (Sarah)
Contact with lots o f  professionals not helpful:
“Erm, sometimes it was a bit difficult cos having three CPNs on a rotational 
basis, I  couldn 7 remember what I  had said to each one. Or F d  see one person one 
week and F d say how was Christmas and the next week F d  see a different person 
and say how was Christmas. Said all this last week, you know” (Melanie).
Treatment helpful:
Whereas the NHS unit, was a lot more structured the groups were a lot more 
structured. Erm and you know there was a lot more themes to groups. You know 
you really worked on issues and at the same time you had individual therapy 
sessions...! mean the art group and that, I  enjoyed because it gave me freedom to 
do something creative and get on with my own thing. When I  was seeing CPNs and 
that, I  was seeing them once a week. They pretty much left it up to me to decide 
what I  wanted to talk about and what I  wanted to bring up. ” (Melanie)
Therapeutic Community last chance:
“Ifee l really i t ’s my only chance o f  any sort o f  more normal life. ” (Maxine) 
Ambivalence Therapeutic Community Treatment:
“I  don 7 know, I  mean I  have to admit, I  think about whether it would benefit me or 
not. I  mean ...I ‘m not convinced about going, despite the fac t that my Mum would 
really want me to go. Just the whole programme, being away fo r  that long. It ju st 
doesn 7, /  don 7 know, Iju s t don 7 feel like I  desperately want to go, or desperately 
think its going to work. I  really haven 7 got a clue, I  really don 7 know. To be 
honest I  really don 7 know i f  there is anything. ” (Melanie)
IDENTITY OF SELF
Self doubt when recalling childhood:
“Just me and Mum, that was my life and that was how I  knew it. And things were 
happy I  think ” (Melanie)
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Perception of Self 
Blurring o f self and PD:
“My whole personality I ’ve got different bits going everywhere... there are lots o f  
different bits o f  me trying to do different things ...You know I  can’t ju st not think 
about it, cos it might ju st suddenly jum p out suddenly ...Err, well I ’m not like 
psychotic or anything like that, I  do know that its part o f  me. But i t ’s a different 
part o f  me that this part o f  me isn ’t connected to...There are other bits that have 
got other problems in others and other things.. .Most o f  the time the main problem 
is in m yself anyway ...Yeah and about certain bits what they want to do to me and 
stuff. ” (Louise)
Separating self from diagnosis:
“I  have always been like that, it is a part o f  me, you know so I  fin d  it difficult to 
separate from  my diagnosis and me, you know I  ju st think well I ’ve always been 
like this. I  have always been difficult. I ’ve not really had many friends. You know 
I  have always had this so i t ’s difficult really. I t ’s ju s t part o f  me. ” (Fran)]
Hate o f self:
“Yeah, I  take a lot o f  time erm with what I  wear and my appearance and 
everything and I  still hate it, I  am still ashamed o f  it but I  still take a lot o f  time 
with it and I  am really quite shallow like that, I  don’t know why i t ’s such a 
problem but it is i t ’s like. ” (Joanne)
“Why do I  hate myself so much you know I ’ve got no logical explanation o f  
anything I ’ve done to hate myself as much but I ’ve ju st got this terrible, terrible 
dislike and disgust at myself you know so, and that’s a major problem. ” (Fran)
Able to identify what wants to change about self:
“I  want to alleviate this inner anger...I ju st think my hope is that you know that I  
can fee l okay about myself, stop hating myself and blaming myself... And be and 
fee l okay with m yself and fee l happy about myself... not be riddled with anxiety. ” 
(Fran)
Able to identify improvement in self:
“Oh the Gestalt was very helpful, that was the first time I  began to look at stu ff 
with clarity and understanding and erm, yeah that was really helpful. It was only 
about three months and that specifically dealt with the abuse when I  was thirteen 
because before then I  had never told anybody. It was a huge relief and weight o ff  
my shoulders. ” (Fran)
Awareness o f self helps to make friends:
“Still didn’t have many friends, I  still found it very difficult to make friends and 
things, but I  had a couple, maybe because I  was more aware o f  who I  was and 
things. ” (Joanne)
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Conflicts in self between what should do and what does do:
“I  don 7 fee l like going anywhere. I  don 7 want to see anybody but at the same 
time, as well as feeling exhausted and not wanting to do anything, I  fee l like I  
should be doing something. And that then frustrates me and I  then get very worked 
up over the fac t that I ’m not doing something and I  should be doing something. Yet 
then when I  try to do it. I ’m in ju st as much o f  a state because I ’m not able to. ” 
(Melanie)
Self as Victim:
“and erm and then I  was being abused by my form  teacher and then I  ended up 
living with her in the last two years o f  my schooling, not good really...I was 
attacked you see, at my last house, every time I  went out I  was attacked. By gangs 
you know. They tried to stab my dog and slice me up...I had to go through the 
Mental Health Act because the council struck me o ff their list. They took my home 
away because they said I  wasn 7 prepared to live in one, they didn 7 seem to help 
with the situation with these people. ” (Fran)
“Oh no, they ju s t put me in there they didn 7 give me any treatment. I  didn 7 even 
have a proper aerial fo r  a TV i t ’s dreadful. And the food  was just, oh my God. I  
was better o ff starving than the congealed whatever they gave, you know. I  ju st 
think once y o u ’ve got a mental health problem, I  think when I ’m homeless and 
everything else, the last thing I  do is eat healthy and I  think when I  come into 
hospital and you know you need a bit o f  omega 3 and a bit o f  walnut and a bit o f  
serotonin levels, and I  think, oh God even the basic, basic things, forget that 
therapy, even the basic things they don 7 provide. The only thing they did provide 
fo r  me was a warm bed cos I  was out on the streets. ” (Fran)
“Home was really difficult ...But I  kept myself to m yself and that was it, it was 
better than home whereas Primary School wasn’t, I  was ridiculed at home, 
ridiculed at school you know, bullied at home bullied at school so they were one in 
the same thing you know ...Primary School was dreadful, I  was constantly 
humiliated by my teachers being called thick and stupid, pulling me out in 
assembly and showing me to the lower classes saying what a dunce I  was and 
being bullied. ” (Fran)
Perception of Self in Relation to Others
Sense o f self normal as always been there:
“Well yeah quite a lot o f  it. Cos i t ’s always been there you know. ” (Louise) 
Assessment o f self through others:
“I ’ve always been like that you know... Yeah, I  mean I  have fe lt it was okay but 
other people’s reactions have given me the impression that I  have...They say, you 
can 7 say that or they look at you and say i t ’s terrible. ” (Fran)
Know different from others want to be like them:
“Yeah, that’s been the pattern, I  am Thirty Four now (laughs) I  ju s t think, I  think 
oh why can 7 things just move and why can 7 /  hold down a job  like everybody
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else? Why can 7 /  you know I  look around me and I  think why is it ju st so 
impossible why can 7 1 do that?”(Fran)
Don 7 know what normal is, want to f it  in:
“I  don 7 know, I  don 7 know what normal is...More like what society wants, more 
able to function in a society, in the world. Feel less o f  a fish  out o f  water. ” 
(Maxine)
Self referential ideas:
“And I  fee l like everything is directed at me and everyone is looking at me and 
stu ff like that. ” (Joanne)
F d  really like to know what they really think o f  me...But o f  course people w on’t 
tell you. ” (Joanne)
MAINTAINING FACTORS TO IDENTITY 
Coherence of Narrative
Being told from external sources about historical facts:
Being told something and it might have been before we went abroad, which was 
ju st before I  was nine I  think, that did I  want to go back on the tablets? I  don 7 
know. I  mean any sort o f  medical record, between, I  don 7 know before that but 
certainly between the ages o f  nine and eleven and a ha lf would be unobtainable 
because I  was seen by a service Doctor (laughs) so it comes under the Official 
Secrets Act. Even my dental extractions are under the Official Secrets Act 
(laughs). I t ’s ridiculous, I  mean. ” (Maxine)
“So it would take files in Florida do you know what I  mean, files I  don 7 even know 
where they are... I  will fin d  out but I  don 7 understand what is relevant. Basically 
the picture is all over the place. ” (Sarah)
Needing external verification o f facts:
“I  can remember but I  have no way o f  checking whether it actually happened... ” 
(Maxine)
Clear internal understanding problematic:
“I  can 7 fin d  any answers to why I  am feeling that way and then I  get really, really 
frustrated and angry and then it ju st starts again. My life is like a constant 
rollercoaster. ” (Fran)
Difficulties out o f awareness and hard to names:
“Erm, I  can 7 think, i t ’s like it evolves i f  that makes sense, i t ’s like a slow process, 
that I  am not even aware o f  and before you know it is on top o f  me and i t ’s all too 
much and then I  can 7 cope but I  can 7 put my finger on it, i t ’s ju s t life, i t ’s just 
life. ” (Fran)
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Self-conceptualization linked to diagnosis:
“What like a diagnosis kind o f  thing? ” (Joanne)
“Erm, well Post Traumatic Stress and Personality Disorder have been written 
down. ” (Sarah)
Self-conceptualisation occurring during interview:
“To sum, it is the depression I  experience but the destructive nature that I  take on, 
in trying to cope with that. ” (Melanie)
“ I  moved house when I  was 10 we moved a 100 miles from  all my friends and the 
fam ily that I  had and my mum moved into a tiny apartment which left me very 
angry, resentful and at the time when you are ju st turning into a teenager, it was 
lot at once. New schools, general pressure o f  teenage girls and bullying and all 
that. Anyway, erm and you know trying to f i t  it ” (Melanie)
Few or too many explanations from others o f reasons for difficulties:
“Basically no one new what to do with me that’s what it comes down to. ” 
(Melanie)
“Have had my fa ir  share and everyone has something different to say and they 
each have their own take on things. Well when I  was younger in the adolescent 
services, I  don’t really know what was said. ” (Melanie)
“Well I  was in a hospital in 2002 and they were like saying, trying to work out you 
know, they mentioned the Therapeutic Community then but they said I  wasn 7 well 
enough... “They didn’t really say that, we think you are like that because o f  this. 
People ask me questions but they never really say, we think you ’re like that 
because o f  this, not really... ” (Joanne)
Vague about referral:
“Erm, err, I  have been in mental health services fo r  a long time now. err and err 
they say that I  need therapy but I  can 7 have it out in the community, so they want 
me to go and have it somewhere like the Therapeutic Community. ” (Louise)
“Erm, I  don 7 know really, they just said that it needs to be as an inpatient. They 
don 7 want to do it. ” (Louise).
“Yeah, the original referral I  have no idea. Psychiatrist, CPN and I  think, that 
was two years back something like that. Erm, i t ’s difficult because i t ’s not 
straightforward there is a load o f  bullshit involved” (Sarah)
Vague reasons for difficulties:
“Short while, unit closes, short while, do you know what I  mean. There has not 
been consistency. My Dad did the geographical fo r  me, my family whoever, so 
sometimes I  was too starved or. I  didn’t grab every opportunity. ” (Sarah).
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Search for understanding through patterns:
“Just everything, I  know it sounds generic but erm all my whole life i t ’s ju st I ’ve 
noticed a pattern every two years I  kind o f  have a breakdown. Every two years, I  
fa ll apart I  loose my job  or I  become homeless or and these are common things in 
my life. What I  need is a specific reason. You know to try and understand it, take it 
all apart and you know like a puzzle and put it all back together. I  really need to 
understand. ” (Fran)
“Well yeah cos I  want to understand w hat’s going on and get over it really... Yeah 
and understand about what’s going on underneath it. A t the moment i t ’s like all 
this s tu ff going on and I  don’t really know how to stop it. ” (Louise)
Greater sense o f coherence about the way difficulties presented
“Personality Disorder, literally means a hard life, ...I have a past, yes I  have had 
anorexia, I  have had bulimic tendencies erm, I  guess addict would cover it all, 
drugs I  had a drug induced psychosis, no I  didn’t hallucinate, but I  wasn’t asked 
that erm it was a tortured soul, undernourished, err lack o f  sleep. Whatever the 
ins and outs were but I  knew exactly what was going on. ” (Sarah)
Search for specific reasons for difficulties:
“It is frustrating because you almost wish that there was a bad event or there was 
something that you could say, yeah this is it. Then at least you would have an issue 
to work on and you may work round it and get through it but when you don’t know 
why i t ’s happening i t ’s frustrating. ” (Melanie)
Search o f understanding beyond a name:
I t ’s all well calling somebody something but you know I  need to know what it all 
means. All I  know is that I  have all the really different feelings that I  can’t cope 
and all these different symptoms and stu ff but that’s it and they are all very 
random. (Fran)
Coherent thread that difficulties went back to childhood:
“I ’ve had problems practically all my life, erm. I ’ve only recently been told my 
diagnosis. ” (Maxine)
Relating to residents o f therapeutic community in terms ofphysical difficulties:
“I  mean I  very much doubt there is going to be perhaps more than one other 
person who is Diabetic... There is unlikely to be anybody who has got the same 
sort o f  surgical problems that I  have got...I mean one o f  them could be Epileptic. ” 
(Maxine)
Managing the same way as physical illness:
“Having now landed with someone who does believe I  can be helped. I ’m not 
saying cured. I  mean I  am diabetic as well but i t ’s managing it. ” (Maxine)
Working in caring professions adding to coherence:
“I  started a Psychology degree. ” (Sarah)
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“The last job  I  had I  was taking blood at the hospital. ” (Louise)
“with my medical background I  knew enough. ” (Maxine)
“I  mean, there’s a couple o f  voluntary things that I  do ” (Melanie)
“It was the things I  was learning, really things like Psychology and stuff. ” (Fran) 
Awareness o f  incoherence:
“Yeah, i t ’s coming back in a big way. I  don 7 always get told what’s going on with 
what went on. I  want to know more, it comes. Memory wise I  have gone through 
what I  have gone through and i t ’s coming back, I  mean going through I ’ll say 
trauma because that’s what it is... It will come out unclear, the only reason i t ’s a 
problem is because I  guess I  let it be. I t ’s difficult but it can make sense very 
quickly basically. Call it mutism, call it whatever you like. ” (Sarah).
Locus of Control 
Difficulties unpredictable out o f  internal control:
“I  worry myself each year what the next thing is going to be that happens and how 
close I  am going to come this year and i f  I  lose control this year how fa r  is it going 
to go? Most o f  the time, well the last time I  thought I  was coping Okay, I  thought 
things were going fine. I  thought I  was in control. And by the time it got to the 
stage where I  thought, hold on a second perhaps I ’m not in control here it was too 
late really... Only when I  ended up in A&E having a blood transfusion did I  realise 
that actually you were out o f  control a long time ago. But these days it is more 
about trying to keep a hold o f  things, but in the process I  often don 7 notice that 
perhaps my self-harm has gone to fa r  or... It has got a bit out o f  control. ” 
(Melanie)
“And you know I  fee l that i t ’s probably only a matter o f  time before I  do succeed 
in killing myself... Yeah, and I  mean i t ’s sort of, I  can 7 say that a certain situation 
would contain one o f  these episodes or whatever.. I  don 7 know how I ’m going to 
fe e l tonight. It could be that somebody says something to me on the bus home... 
Or, (sigh, pause) or it could be that the computer crashes again, which you would 
really hear me scream because it took me a whole day to reboot. ” (Maxine)
“Yeah, sometimes I  can manage to stop it, other times I  can’t... Yeah I  think like I  
can build myself up to it and I  can laugh and that fo r  few  weeks and months but 
then it collapses. ’’(Louise)
Little idea o f  triggers:
“No, no, this is something that I  don 7 often know. I  had a job  it wasn 7 too 
stressful it was part-time, erm, there were no major crises. I  got through my 
birthday which is normally a time o f  year which is a problem. It was about a 
month after that but there was no major incident, there was ju s t a deterioration in
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my mood again, it ju st went down and down and I  eventually kind o f  crashed. ” 
(Melanie)
“It made me think well has all my life been an unconscious disaster... You know 
cos I  w asn’t aware o f  what was going on... to understand more would hopefully 
give me more control over it. ” (Fran)
Little control over emotions:
“And then it all just, turned into a snowball effect and err I  ended up feeling  
suicidal and it all goes a bit wobbly so that’s, that’s the thing that I ’m terrified o f  
the most is not having any power or control over those emotions and ending up in 
that state because i t ’s ju st too much. ” (Fran)
Its like I, I  fee l like I  haven’t got the tools inside o f  me to cope with life you know. 
That’s what it feels like. Everyone else seems to be doing alright and i t ’s not a 
problem and i t ’s not stressful but ju st paying the bills is a major stress. (Fran)
Looking to others to see how feel:
“But I ’m not aware, it is only recently that people have told me that I  detach a 
lot. ” (Fran)
At the mercy o f health professionals:
“Everything changes by the minute. They are opening it they are closing it, 
they’re not. The funding is coming, the funding’s not, so erm you know, so I  can’t 
sit there and say right I ’m definitely going to the Therapeutic Community because 
we ju st don’t know...Well it ju st leaves you dangling in the air, fee l a bit well I  
can’t bank on it as I  don’t know i f  i t ’s actually going to happen. ” (Fran)
Responsibility for change external:
“I  am 34 now and nothing’s changed so I  think. Oh my God something’s got to be 
done. I t ’s terrible or whatever but I  ju st think i t ’s got to be a damn miracle you 
know I  haven’t managed to change myself and I ’ve worked so hard at it. I f  I  can’t 
do it, I  ju st hope the Therapeutic Community can. ’’(Fran)
Little control over the understanding o f others:
“And no matter how much I  tried to articulate m yself and explain things, and I  
thought am I  talking Japanese? What is going on why don’t people understand? 
That gets really frustrating. (Fran)
Control o f  behaviour only possible within Therapeutic Community:
“Erm, I  am not going to be able to walk away from the situation which I  tend to do 
now. ” (Maxine)
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Change not possible:
“Over the last few  years, at the moment I  don 7 my life changing, I  don 7 think 
that things will change. No matter what, I  don 7 think that things are going to 
change really, I  think there’s a chance that every so often this is going to happen 
and I  ju s t have to learn how to deal with it. ” (Melanie)
Control o f  difficulties:
“I  have had bits o f  depression but generally I  try my very best to make sure that 
doesn 7 happen. ” (Louise)
“Get out o f  my way, there you go. Another thing is sexuality. I  don 7 hide that but 
I  don 7 need to shove it in people’s face. I ’m gay and i f  y o u ’ve got a problem with 
that and you take it too fa r  piss out o f  my life or back off. ” (Sarah)
Control o f  Memories:
“I  can 7 remember because I  have blanked it out and that. ” (Maxine)
Conflict o f  control and lack o f choice:
“Circumstances have they been worse. Yeah I  guess they have. Err, i f  I  had the 
choice and I  wasn 7 a fighter I  probably would have killed myself. I  tried, but it 
didn 7 work. ” (Sarah)
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Appendix S: Validity Check on Themes
Three other Trainee Clinical Psychologists that formed a part o f a qualitative 
research group coded an interview transcript. Coders had no detailed prior 
knowledge of the aims of the research or the five dimensions of beliefs within the 
SRM. Codings offered supported the validity of researcher coding.
The table below shows the independent rater codings in comparison to the 
researcher’s for an example section of one transcript:
Researcher
Coding
Coder 1 Coder 2 Coder 3
Not clear on 
referral Process
Not informed 
included in referral 
process
Don’t know why 
referred
Confusion about 
referral process
Referred as asked 
for help
Asked for help Needed help Not coded
Referral due to 
crisis
Crisis led to 
admission
Admitted due to 
crisis
Was at crisis point 
so referred
Blame of 
professionals
Ignorance of 
professionals
Professionals not 
listening
Professionals are 
wrong
Cost o f referral Consequences of 
referral
Costs need to be 
considered
Cost to getting 
help
Have to change 
behaviours so as 
not to get 
sectioned -  little 
trust
Mistrust of others Suspicious of 
others
Trust issues
Rejected by 
services
Ignored by services Not offered help Could get no help
Negative outlook Very negative Pessimistic No hope
Feeling Anger Angry Anger Anger
Getting things 
wrong
Misunderstandings Others don’t get 
her
Guesses wrong
Extremes of 
communication
Miscommunications Others miss the 
point
Not being 
understood
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Appendix T: Post Interview Researcher Reflections 
Telephone Interview with Fran
What was the interview about?
Lack of understanding 
Explanation of diagnosis 
Unhelpfulness of therapy 
Trust issues.
Glad not genetic 
Henderson last chance
Cycles of breakdown can only help self for up to 2 years.
Need for normal life.
How did I think/feel?
First interview, wondered how would link to SRM felt participant was open and 
had psychological knowledge from some training wondered how much responses 
were guided by this. Amazed still had hope. Frustrated services had not explained 
PD. Struggled with not doing so myself in interview.
What is participant trying to achieve with their story?
Tell story o f Henderson being last chance but expressed ambivalence about being 
with others as issues are about being with others and the difficulties this brings. 
Expressed resilience despite bullying / abuse / therapies not working. Still has 
hope.
Did I perceive something going on that participant was less aware of?
Sense of being failed by others, e.g.., therapist terminating work when told her she 
was attracted to her when this may have been the work itself. Avoidance of 
questions, minimal explanations and inconsistencies -  not a clear sense of self?
Telephone Interview with Louise
What was the interview about?
Lack of understanding.
At mercy of professionals 
Assessments not therapy.
Told when to feel -  not listened to.
Different parts o f self get in control.
Guided by responses of others.
Wants to get better.
Not feeling things -  keeping them at surface level.
Mastering symptoms through coping but not curing source.
Anger (passive/aggressive).
How did I think / feel?
Disappointed in health service -  interest in fixation aspect of behaviour as didn’t 
really go into this and interested in how she presented with a lack of understanding 
regarding contact with forensic services.
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What is participant trying to achieve with their story?
Putting a story across regarding how difficult getting help is and that wanting to 
understand and get better in itself is not enough.
Did I perceive something going on that participant was less aware of?
Very compliant and agreeable in interview wondered about ability to let services 
know needs regarding who helps and how much difficulties are not known and 
therefore can’t be responded to effectively by services.
Maybe more understanding about reasons for difficulties than willing to disclose -  
if  shows understandings services not offered
Personal Interview with Sarah 
What was the interview about?
Physical difficulties linked with psychological 
External forces placing in institution.
Avoidance of doing / saying things to avoid being sectioned.
Addictions
Knowing right things to say.
Self recovery 
Lack of defences.
Sexuality.
Conflicts of own needs and others needs.
How did I think / feel?
Hard to maintain concentration -  thread of thought difficult to trace. Felt 
responsible and under pressure to make sense of story. Relieved when my 
summaries were responded to positively. Wondered about lack of detail around 
differing experiences in institutions. Thought on surface seems to be self aware 
and presented a picture of knowing how to cope.
What is participant trying to achieve with their story?
Get idea across that is coping with difficulties despite severity o f some traumas. 
Doesn’t need treatment sees it as offering her a break to enable her to help herself. 
Highlight how it is hard for her to verbalise clearly.
Did I perceive something going on that participant was less aware of?
Ambivalence -  family relationships / therapy relationships if unclear in 
verbalisation others fill gaps. Need for external reassurance of awareness and to be 
taught how to be. Minimal sense of self. Avoidance/rejection of need for others.
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Personal Interview with Maxine
What was the interview about?
Physical difficulties 
Social difficulties 
Day to day frustrations.
Need for Henderson as last chance 
Problems with funding 
Suicidal ideation.
Wants to change
Lack of trust in Psychiatric services.
Usefulness of diagnosis?
How did I think / feel?
Felt bored with level of detail. Thought she minimised distress experienced from 
daily frustrations. Behaviours were her preferred ways of communicating. 
Appeared to dramatise physical ailments. Physical difficulties, easier to talk about 
than psychological. Physical health problems were route to Psychological services.
What is the person trying to achieve with their story?
How important getting to Henderson is -  last chance. Offer experience of the sense 
o f unpredictability for actions externally with suicide threats. Show how difficult 
self awareness is. Place responsibility for this into the researcher.
Did I perceive something going on that participant was less aware of?
Wondered how much believed I had input into decision for entry into the 
Therapeutic Community by showing me how bad things really were with suicidal 
ideation and emphasising how services had let her down.
Telephone Interview with Melanie
What was the interview about?
Recurrent depressive disorder v PD, differing views.
No one knew what to do 
Death v treatment 
Cycles of hospitalisation 
Fear o f losing control 
Depression
Hope to be free of problems 
Self directed anger 
Cycles of eating disorder 
Self harm
Differing perceptions of wellness 
Difficulty hiding feelings 
Incapability 
Lack of coping skills 
Frustration 
Hope for job 
Anger, sadness
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Harming to cope
Behaviours -  mood dependant no clear triggers 
Told by professionals something must have happened as a child 
Transitions, fitting in, family issues.
Dislike of labelling 
Few friends.
Social difficulties perceived due to circumstance e.g., hospitalisation. 
Differing internal and external perceptions.
Structured groups helpful
Ambivalence of benefit of Therapeutic Community 
Medication -  short term pickup 
Sharing Feelings helpful
How did I think / feel?
Anger at professionals for telling something must have happened (aware this was 
only participant’s perception!). Admiration for ability to still have hope despite 
severity of self-harm behaviour. Felt participant didn’t talk deeply about struggle 
with feelings that led to behaviour. Sensed this would have been too difficult.
What is participant trying to achieve with their story?
Give a factual version of events / experiences. Give impression o f how is now in 
control and is independent. May be able to do it without Therapeutic community
Do I have a sense of something participant is less aware of?
A strong sense of “knowing” about real issues. Over coping as compensation for 
sense of incapability.
Telephone Interview with Joanne
What was interview about?
Society expectations 
Broadness of understanding 
Things not making sense 
Things not being specific 
Problems of difference from others. 
Fear
Self-hatred 
Appearances 
Impressions o f others 
Perfectionism 
Debilitation 
Self-acceptance 
Negative values.
Lost hope
Anger self (and external)
Criticism 
Low self-esteem 
Self-comparison
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Competitiveness 
Awkwardness around people 
Lack of trust 
Hiding true self 
Not coping
Disappointment in medication 
Therapy not useful 
Negative future expectations 
Isolation of hospital experiences 
Fear of aging
Problem with physical appearance, not good enough 
Contamination fear.
How did I think / feel?
Imagined that as did well at school / university had more privileged upbringing. 
Wondered about pressure to achieve before mentioned. I could relate personally to 
this aspect of interview. Felt sadness that such difficulties had seemingly emerged 
from parental pressure. Wondered about early history not being typical for PD. 
Surprised at educational ability and ability to speak relatively openly.
What is the participant trying to achieve with story?
Get across her sense of disappointment and lack of understanding.
Do I have a sense of something going on that participant is less aware of?
Competitiveness with me as researcher at university? Need to be best participant? 
Desire for difference to be seen as unique and individual problem of this with 
society demands. Competitive to be the person with worse symptoms. Fear of 
debilitation not being able to compete. Avoidance of competency, self awareness, 
mirrors. No sense of self.
